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WOUNDED ARMY GUARD AND RESERVE
FORCES: INCREASING THE CAPACITY TO
CARE

THURSDAY, FEBRUARY 17, 2005

HOUSE OF REPRESENTATIVES,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The committee met, pursuant to notice, at 10:10 a.m., in room
2154, Rayburn House Office Building, Hon. Tom Davis (chairman
of the committee) presiding.

Present: Representatives Tom Davis of Virginia, Shays, Gut-
knecht, Miller, Porter, Marchant, McHenry, Dent, Foxx, Waxman,
Cummings, Davis of Illinois, Clay, Watson, Lynch, Van Hollen,
Ruppersberger, Higgins, and Norton.

Staff present: Jennifer Safavian, chief counsel for oversight and
investigations; Rob White, press secretary; Drew Crockett, deputy
director of communications; Grace Washbourne and Brien Beattie,
professional staff members; Teresa Austin, chief clerk; Sarah
D’Orsie, deputy clerk; Kristina Sherry, legislative correspondent;
Roody Cole, GAO detailee; Phil Barnett, minority staff director; An-
drew Su, minority professional staff member; Earley Green, minor-
ity chief clerk; and Jean Gosa, minority assistant clerk.

Chairman Tom DAviS. Good morning. A quorum being present,
the committee will come to order.

I want to welcome everybody to today’s hearings on the effective-
ness and efficiency of Army medical administrative processes that
affect the care of injured Army Guard and Reserve forces.

This hearing is the third in our continuing investigation into the
Department of Defense’s administrative and management chal-
lenges created by the largest mobilization of Reserve Component
soldiers since World War II.

For the last year, along with the Government Accountability Of-
fice, our committee has been investigating the plight of injured
Army Guard and Reserve soldiers seeking quality care, standard-
ized medical and personnel assistance, and comprehensive service.
We are here today to ask some basic but troubling questions.

How is it that so many injured and Reserve soldiers have been
inappropriately removed from active duty status in the automated
systems that control pay and access to medical care?

Why do soldiers languish for weeks or months in medical holding
companies, not because of medical care but because of lags in effi-
cient administrative processing?

o))
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Why do we all continue to hear from our Reserve Component
constituents and their families still struggling under the convoluted
current system?

Today the GAO will issue a report on their examination of two
Army processes: active duty medical extensions [ADMEs], and med-
ical retention processing [MRPs]. The committee, looking into the
Medical Evaluation Board and Physical Evaluation Board proc-
esses, has reached similar findings that are, quite frankly, stun-
ning in scope.

Current Army guidance for processing injured Guard and Re-
serve does not clearly define organizational responsibilities or per-
formance standards. The Army has not adequately educated Re-
serve Component soldiers about Army medical and personnel proc-
essing or adequately trained Army personnel responsible for help-
ing soldiers.

The Army lacks an integrated medical and personnel system to
provide visibility over injured or ill Reserve Component soldiers,
and as a result sometimes actually loses track of these soldiers and
where they are in the process.

Last, and certainly not least, the Army lacks compassionate, cus-
tomer friendly service. Frankly, I am appalled that these men and
women not only have had to face the recovery from their war
wounds, but are simultaneously forced to navigate a confusing and
seemingly uncaring system of benefits.

What are the effects of these inadequacies? We will listen today
to the individual experiences of two Guardsmen whose stories will
be hard for us to hear. Sergeant John Allen of the North Carolina
National Guard and Sergeant Joseph Perez of the Nevada National
Guard will illustrate the price of an Army unprepared to handle
their needs.

General Raymond Byrne, the State Adjutant General of Oregon,
is also here on behalf of his injured and ill Guardsmen.

We are also pleased to have with us today two individuals who
are on the front lines of caring for Reserve Component soldiers and
who will explain the difficulties executing Army regulations and
policies. An officer from U.S. Human Resource Command will re-
late the Army’s growing pains as it attempts to improve its level
of administrative service and care. One will tell about his experi-
ence as a Reserve liaison at Walter Reed Medical Center and the
challenges he still faces as he tries to help injured Reserve soldiers.
Both soldiers have been at their posts since the first return of in-
jured Guard and Reserve soldiers from Operation Enduring Free-
dom, and both will describe urgent needs that are still unmet.

Certainly, the unprecedented number of Army Guard and Re-
serves mobilized in the war on terrorism has severely taxed the
Army and its resources. We understand the pressures they are
under. To their credit, Army leadership has accepted these chal-
lenges and has come a long way this past year in trying to repair
some of the problems we are addressing today.

From our distinguished second panel we will hear of new man-
agement initiatives, increased personnel, enhanced training, and a
new interconnectivity between medical and personnel tracking sys-
tems. We will hear of the hopes for vast improvement in Reserve
Component administration and service under the community-based
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health care initiative. We hope to hear of a continued commitment
to other major changes that address weaknesses that are still at
hand.

Today when we ask who in the Army or the Department of De-
fense is ultimately responsible for the oversight of injured Army
Guard and Reserve soldiers and the commands and agencies pro-
viding them care and service, I hope to get a clear answer. But the
truth is we are all accountable to the men and the women who
have been injured defending this country. I am sure we will listen
closely to each witness this morning to better understand what we
can do to assist in any way possible, including legislation, re-
sources, and ongoing oversight.

We all look forward to the day when each and every injured
Army Guard and Reserve soldier receives the care that they have
earned and that they deserve. This distressing period where we
have witnessed the equivalent of financial and medical friendly fire
must end.

[The prepared statement of Chairman Tom Davis follows:]
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Opening Statement

Chairman Tom Davis

“Wounded Army Guard and Reserve Forces:
Increasing the Capacity to Care”

February 17, 2005

I would like to welcome everyone to today’s hearing on the
effectiveness and efficiency of Army medical administrative processes
that affect the care of injured Army Guard and Reserve forces. This
hearing is the third in our continuing investigation into the Department
of Defense’s administrative and management challenges created by the

largest mobilization of Reserve Component soldiers since World War I1.

For the last year, along with the Government Accountability
Office, our Committee has been investigating the plight of injured Army
Guard and Reserve soldiers seeking quality care, standardized medical

and personnel assistance, and comprehensive service.

We’re here today to ask some basic but troubling questions:

¢ How is it that so many injured and reserve soldiers have been
inappropriately removed from active duty status in the automated

systems that control pay and access to medical care?



5

e Why do soldiers languish for weeks or months in medical holding
companies, not because of medical care, but because of lags in

efficient administrative processing?

¢ Why do we all continue to hear from our Reserve Component
constituents and their families still struggling under the convoluted

current system?

Today, the GAO will issue a report on their examination of two
Army processes: Active Duty Medical Extensions (ADME) and Medical
Retention Processing (MRP). The Committee, looking into the Medical
Evaluation Board and Physical Evaluation Board processes, has reached

similar findings that are, quite frankly, stunning in scope:

¢ Current Army guidance for processing injured Guard and Reserve
does not clearly define organizational responsibilities or

performance standards.

¢ The Army has not adequately educated reserve component soldiers
about Army medical and personnel processing or adequately

trained Army personnel responsible for helping soldiers.

¢ The Army lacks an integrated medical and personnel system to

provide visibility over injured or ill reserve component soldiers
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and as a result, sometimes actually loses track of these soldiers and

where they are in the process; and last but certainly not least:

o The Army lacks compassionate, customer friendly service.

Frankly, I’'m appalled that these men and women not only have had
to face the recovery from their war wounds, but are simultaneously
forced to navigate a confusing and seemingly uncaring system of

benefits.

What are the effects of these inadequacies? We will listen today to
the individual experiences of two Guardsmen whose stories will be hard
for us to hear. Sergeant John Alien of the North Carolina National
Guard and Sergeant Perez of the Nevada National Guard will illustrate
the price of an Army unprepared to handle their needs. General
Raymond Byrme, State Adjutant General of Oregon, is also here on

behalf of his injured and ill Guardsmen.

We are also pleased to have with us today two individuals who are
on the front lines of caring for Reserve Component soldiers and who
will explain the difficulties executing Army regulations and policies. An
officer from US Human Resources Command will relate the Army’s
growing pains as it attempts to improve its level of administrative

service and care. One will tell about his experiences as a Reserve
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Liaison at Walter Reed Medical Center and the challenges he still faces
as he tries to help injured Reserve Component soldiers. Both soldiers
have been at their posts since the first return of injured Guard and
Reserve soldiers from Operation Enduring Freedom. Both will describe

urgent needs still unmet.

Clearly the unprecedented number of Army Guard and Reserve
mobilized in the Global War on Terrorism has severely taxed the Army
and its resources. We understand the pressures they are under. To their
credit, Army leadership has accepted these challenges and has come a
long way this past year in trying to repair some of the problems we are

addressing today.

From our distinguished second panel, we will hear of new
management initiatives, increased personnel, enhanced training, and a
new interconnectivity between medical and personnel tracking systems.
We will hear of the hopes for vast improvement in Reserve Component
administration and service under the Community Based Health Care
Initiative. We hope to hear of a continued commitment to other major

changes that address weaknesses still at hand.

Today, when we ask who in the Army or the Department of
Defense is ultimately responsible for the oversight of injured Army

Guard and Reserve soldiers and the commands and agencies providing
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them care and service, I hope to get a clear answer. But the truth is, we
are all accountable to the men and women who have been injured

defending this country.

I am sure we will all listen closely to each witness this morning to
better understand what we can do to assist in any way possible,
including legislation, resources and ongoing oversight. We all look
forward to the day when each and every injured Army Guard and

Reserve soldier receives the care they deserve.

This distressing period — where we’ve witnessed the equivalent of

financial and medical “friendly fire” -- must end.
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Chairman ToM DAvis. I now yield to our ranking member, Mr.
Waxman, for his opening statement.

Mr. WaAXMAN. Thank you very much, Mr. Chairman.

I want to thank you for holding this hearing. This is an impor-
tant hearing, and I especially want to thank our witnesses who
have come today.

What we are going to hear about and what this committee will
shine a light on is the egregious mistreatment—it is inexcusable—
that wounded National Guard and Army Reserve soldiers face. I
want to mention the fact that the soldiers and their families who
are here with us today deserve praise for their bravery, and espe-
cially for speaking out on behalf of their fellow soldiers. I thank
you for being here.

Today we are going to hear about the inadequate care that
wounded National Guard and Army Reserve receive. Tens of thou-
sands of these Reservists have been called to duty with little no-
tice. They have left their jobs, they have left their homes, they
have served honorably far away from their family and loved ones,
and, unfortunately for many Army Guard and Army Reserve sol-
diers wounded in action, the real battle begins when they arrive
home.

Let me be blunt. The way the administration is treating wounded
soldiers and veterans is a disgrace. As my staff has found in a se-
ries of reports, veterans across the country are routinely forced to
wait months just to schedule a medical appointment. And when a
veteran is severely injured, he or she has to wait months without
any income before the Veterans Administration will process his or
her disability claim.

While we looked into the complaints that my office was receiving,
we found that there were 10,000 veterans in Los Angeles, alone,
waiting to have their disability claims processed last year. This
was a huge increase from just the year before.

And the problems are only going to get worse. The number of
veterans who will need medical care will increase 5 percent next
year, but the President’s latest budget actually proposes a decrease
in real funding for VA health care. To make up the difference, the
President proposes large increases in copayments and deductibles
that will force hundreds of thousands of veterans to lose their VA
health care.

Over the last year, I have released several reports documenting
these problems. I would like, Mr. Chairman, to have the report
made part of the hearing record.

Chairman Tom Davis. Without objection, the report will be put
in the record.

[The information referred to follows:]
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EXECUTIVE SUMMARY

The VA is having severe problems providing injured veterans with benefits in a
timely fashion. In October 2004, VA reported that over 300,000 veterans were
currently waiting for disability assessments to determine if they would receive
benefits for injuries they received in combat. Many of these veterans must wait
months in order to obtain benefits.

At the request of Rep. Henry A. Waxman, this report analyzes waiting times for
the processing of disability claims for veterans in Southern California. it finds
that almost 10,000 disabled veterans in Southern California are waiting for
resolution of their disability claims and that the average veteran in the region must
wait over six months before receiving VA benefits. These long waiting times
delay millions of dollars worth of benefits for disabled veterans in Southern
California.

Potential VA budget cuts could make this problem even worse, particularly as
veterans return from operations in Iraq and Afghanistan. Almost 10,000 veterans
of the wars in Afghanistan and Iraq are presently waiting for disability
assessments, with thousands more expected to file claims in future years. But the
President’s proposed budget would cut hundreds of VA staff that handle benefits
claims, and veterans groups have indicating that funding levels proposed by
Congress would have “a devastating impact on the VA’s ability to deliver timely
services.”

BACKGROUND

VA’s Disability Benefits Program

The disability compensation program of the Department of Veterans Affairs pays
monthly benefits to veterans who suffer from injuries or illness due to their
military service. Presently, the VA pays approximately $18 billion annually in
disability benefits to approximately 2.4 million disabled veterans.'

! Department of Veterans Affairs, Disability/Degree of Impairment and Type of Major
Disability by Period of Service, September 30, 2002 (2004) (online at
hitp://www.va.gov/vetdata/ProgramStatics/index htm).



13

DISABLED VETERANS IN SOUTHERN CALIFORNIA MUST WAIT MONTHS FOR VA ASSISTANCE

In California, there are approximately 2.3 million veterans.? Almost one in ten of
these veterans — 215,000 — receive disability benefits from VA.> Overall, VA
pays $1.65 billion in benefits to disabled veterans in California each year.® The
average disabled veteran in California receives compensation of $639 per month,
or $7,672 annually.’

When applying for disability benefits, veterans receive a disability rating of
between 0% and 100%, indicating the extent of their disability. Disability
benefits are based upon this disability rating. Benefits range from a low of
approximately $106 per month for a veteran with a disability rating of 10% to a
high of approximately $2,239 per month for a veteran who is 100% disabled.®

In recent years, the VA has been criticized because of long delays in processing
disability claims. Although 70% of ali disability claims are uitimately approved,
veterans must often wait months for the VA to review and approve their
applications.” According to the Government Accountability Office, the VA:

continues to experience problems processing veterans’ disability
compensation and pension claims. These include large backlogs of claims
and lengthy processing times. . . . [E]xcessive claims inventories have
resulted in long waits for veterans to receive decisions on their claims and
appeals.®

In response to these concerns, the VA established an agency goal for FY 2004 of
processing all ratings-related disability claims within 105 days.” Yet despite the
length of this goal, the VA is not meeting its own target. The VA reports that

2 Department of Veterans Affairs, Veterans Benefits Administration, Annual Benefits
Report, Fiscal Year 2003 (June 2004) {online at
www.vba.va.gov/bin/dmo/reports/fy2003/2003_abe_rev.pdf).

3 I
¢ Id.
’ 1d.
© Department of Veterans Affairs, Disability Compensation: 2004 Rates (Dec. 2003)

(online at www1.va.gov/OPA/fact/O4comprates.html).
Department of Veterans Affairs, supra note 2.

8 GAQ, Veterans Benefits. Despite Recent Improvements, Meeting Claims Processing
Goals Will Be Challenging (Apr. 26, 2002) (GAO-02-645T).

° VA, FY 2003-2008 Strategic Plan {2003) {online at www.va.gov/opp/sps/default.htm).
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nationwide, there are 325,000 disability cases pending nationwide, with veterans
waiting an average of 153 days for resolution of their claim. In one of every five
cases, veterans have to wait over six months for a resolution.

VA Funding and Its Impact on Waiting Times

The long waiting times for disability assessments are already having a significant
impact on veterans of the wars in Iraq and Afghanistan. An estimated 166,000
veterans of these two wars soldiers have left the services, and over 26,000 of these
veterans, 16%, have applied for disability benefits from VA. More than one in
three — 9,750 veterans — are currently on waiting lists and have yet to receive
assessments.'”

These problems could become even worse in future years. The President’s budget
for FY2005, which began on October 1, 2004, called for cutting over 500
positions from the Veterans Benefits Administration, the VA office that handles
disability assessments.'’ While Congress has yet to finalize this budget, the
proposals currently under discussion would still leave VA well short of meeting
the needs of veterans. On September 20, 2004, the leaders of the VFW, Disabled
American Veterans, the Paralyzed Veterans of America, and AMVETS wrote that
the budget levels under discussion “will have a devastating impact on the VA’s
ability to deliver timely services.”'?

Noting that in future years the demand for benefits is likely to increase
significantly due to veterans returning from Iraq, a spokesman for the Disabled
American Veterans concluded that, “[t]he system is already strained, and it’s
going to get strained even worse. 1t’s not a rosy picture at all, and they can’t
possibly hope to say they’re going to provide timely benefits to the new folks if
they can’t provide timely care to people already in the system.”

METHODOLOGY

Veterans with disabilities submit their claims to one of 57 regional VA offices.
On a weekly basis, these offices report their progress on claims to the VA. The
data that is reported weekly includes the number of outstanding disability claims

1 Influx of Wounded Strains V4, Washington Post (Oct. 3, 2004).
" Department of Veterans Affairs, FY2005 Budget Submission, Volume 1 of 4 (Feb. 2004).

iz Letter from AMVETS, Disabled American Veterans, Paralyzed Veterans of America, and
VFW, to Member of the House and Senate (Sept. 20, 2004).

1 David Autry, Disabled American Veterans, quoted in Washington Post, supra note 10.

3
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FINDINGS

and the number of claims that have taken over 180 days to review.'® The regional
VA offices also report the average waiting time for ruling on disability claims,
though this data typically lags the weekly data by several months.

At the request of Rep. Waxman, the Special Investigations Division obtained both
the weekly data and the data on average waiting times at the VA regional office in
Los Angeles, which serves disabled veterans throughout Southern California.
This data was analyzed to assess how long veterans in Southern California must
wait to receive resolution of their disability claims.

Waiting Times for Evaluation of VA Disability Claims in
Southern California

At the regional VA center in Los Angeles, there were 9,880 veterans with pending
VA disability claims as of October 2, 2004. Almost one in four of these veterans,
2,257 (23%), have been waiting six months or longer for resolution of their claim.

The most recent data on average waiting times for Southern California veterans
was reported by the VA center in Los Angeles in July 2004. According to this
data, the average veteran currently on the waiting list has been waiting for 133
days. Most can anticipate waiting even longer before their claims are finally
processed. Veterans whose disability claims were finally processed in July 2004
had waited an average of 205 days before their claim was completed. These
waiting times are significantly longer than the national average. Nationally, the
VA reports that the average waiting time for completed claims in July was 153
days. ']fgle average waiting times in Southern California were over 50 days
longer.

Comparison of Average Waiting Times to VA Goal

The VA has established a goal of reducing average waiting times for resolution of
VA disability cases to 105 days. The VA is far from meeting this goal in
Southern California. In fact, the average waiting time of 205 days experienced by

1 Department of Veterans Affairs, Veterans Benefit Administration, Office of Performance
Analysis and Integrity, Monday Morning Workload Reports (2004) (online at
www.vba.va.gov/bin/201/reports/ mmrindex.htm).

1 Department of Veterans Affairs, C&P dverage Days to Complete A Ratings Related
Action (Aug. 2004).

16 id
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disabled veterans in Southern California is almost twice as long as the VA goal
(Figure 1).

Figure 1: Veterans in Iowa Must Wait Months for Resolution of
Disability Claims
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Waiting Time Trends

The number of Southern California veterans waiting for resolution of disability
claims, and the number waiting six months or more, both appear to be increasing.
In October 2003, there were 7,213 veterans waiting for resolution of their claim,
and 1,106 of these veterans (15%), had been waiting over six months. By
October 2004, the waiting list had increased to 9,880 veterans, and over twice as
many veterans, 2,257 (23%), had been waiting six months or longer.

Long Waiting Times Can Have Substantial Financial Impacts

The long waiting times for disabled veterans in Southern California can have
substantial financial impacts. In Southern California, the average disability
payment is $639 per month. Although veterans who ultimately receive disability
benefits will receive payments for the time spent on waiting lists, the months
living without benefits can cause financial hardships. For the average disabled
veteran in Southern California, the delay will result in delayed benefits of
approximately $4,300. The longest delays can have even larger consequences. If
a veteran who is 100% disabled has to wait six months or more to receive
benefits, the value of the delayed benefits would at least $13,400.

An estimated 70% of the 9,880 veterans with pending disability claims in

5
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CONCLUSION

Southern California will ultimately receive benefits and they will wait an average
of almost seven months for these benefits. The total value of the delayed benefits
for Sauthern California veterans with disabilities will be approximately $30
million.

The VA has had longstanding problems evaluating veterans’ disability claims in a
timely fashion. These problems have had a significant impact in Southern
California. Veterans in Southern California are waiting an average of over six
months for their disability claims to be evaluated. These long waiting times,
which appear to be increasing, delay the payment of millions of doHars in
disability payments. Budget proposals currently under consideration in Congress
would make these delays even worse.
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Mr. WaXMAN. Today we are going to learn about the plight that
wounded National Guard and Army Reserve soldiers face when
they return home. Wounded regular duty troops are sent to medical
facilities at their home bases when they leave Iraq or Afghanistan,
but many wounded National Guard soldiers are placed in what is
called medical hold status. As we will learn, these soldiers are sent
to shoddy, dilapidated bunkers far from their home bases where
they face long delays to receive medical appointments and treat-
ment, and they confront a labyrinth of forms to fill out and offices
to visit just to receive the care and benefits due them.

These soldiers have risked their lives for us, and they are return-
ing home with severe and sometimes incapacitating injuries, yet
the administration continues to neglect their health care and delay
their benefits.

Mr. Chairman, I hope this hearing will be a step toward doing
right by our veterans. Guardsmen and Reserve soldiers will be
sorely needed for the foreseeable future. Let’s give them the respect
and care that they all so rightly deserve.

[The prepared statement of Hon. Henry A. Waxman follows:]
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Statement of
Rep. Henry A. Waxman, Ranking Minority Member
Committee on Government Reform
Hearing On
Wounded Army Guard and Reserve Forces: Increasing the
Capacity to Care

February 17, 2005

Mr. Chairman, thank you for holding this oversight hearing
today. 1 commend you for helping this Committee shine a light on
the inexcusable and egregious mistreatment that wounded National
Guard and Army Reserve soldiers face. And I welcome the
soldiers and their families who are with us today, and praise their

bravery for speaking out on behalf of their fellow soldiers.

Today we will be hearing about the inadequate care that
wounded National Guard and Army Reserve soldiers receive.
Tens of thousands of these reservists have been called to duty with
little notice, have left their jobs and homes, and have served
honorably far away from their family and loved ones.
Unfortunately, for many Army Guard and Army Reserve soldiers

wounded in action, the real battles begin when they arrive home.

Let me be blunt: the way the Administration is treating

wounded soldiers and veterans is a disgrace.
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As my staff has found in a series of reports, veterans across
the country are routinely forced to wait months just to schedule a

medical appointment.

And when a veteran is severely injured, he or she has to wait
months — without any income — before the VA will process his or
her disability claim. When we looked into the complaints that my
office was receiving, we found that there were 10,000 veterans in
Los Angeles waiting to have their disability claims processed last

year. This was a huge increase from just the year before.

And the problems are only going to get worse. The number
of veterans who will need medical care will increase 5% next year,
but the President’s latest budget actually proposes a decrease in
real funding for VA health care. To make up the difference, the
President proposes large increases in copays and deductibles that

will force hundreds of thousands of veterans to lose their VA

health care.

Over the last year, I have released several reports
documenting these problems, and I would like to make them part

of this hearing record.
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Today, we are going to learn about the plight that wounded
National Guard and Army Reserve soldiers face when they return

home.

Wounded regular duty troops are sent to medical facilities at
their home bases when they leave Iraq and Afghanistan. But many
wounded National Guard soldiers are placed in what’s called
“medical hold” status. As we will learn, these soldiers are sent to
shoddy, dilapidated bunkers far from their home bases, where they
face long delays to receive medical appointments and treatments.
And they confront a labyrinth of forms to fill out and offices to

visit just to receive the care and benefits due to them.

These soldiers have risked their lives for us, and they are
returning home with severe and sometimes incapacitating injuries.
Yet the Administration continues to neglect their health care and

delay their benefits.

Mr. Chairman, I hope this hearing will be a step toward doing
right by our veterans. Guardsmen and Reserve soldiers will be
sorely needed for the foreseeable future. Let’s give them the

respect and care that they all so rightly deserve.



22

Chairman ToMm DAvis. Mr. Waxman, thank you very much.

Are there any other Members who wish to make statements? The
gentleman from Nevada, Mr. Porter.

Mr. PORTER. Thank you, Mr. Chairman. I appreciate your taking
the time to hold this hearing today. I would also like to thank our
witnesses for coming here to testify. Sergeant Perez is here today,
a constituent of mine, from Logandale, NV. I would like to espe-
cially thank him and his wife Elena for traveling this long way to
be with us today.

Our country is at war in a war against terrorism. Throughout
this war, thousands of our brave men and women have volunteered
to wear military uniforms and fight for the freedoms that many of
us take for granted. Unfortunately, this war has had its casualties,
but it is our job as Members of Congress to make sure that our in-
jured and returning soldiers are cared for in the best possible man-
ner.

The purpose of this hearing today is to examine the effectiveness
and the efficiency of Army medical administrative processes and
procedures that govern injured Army Guard and Reserve soldiers.
Although the majority of these men and women are treated appro-
priately and above and beyond, we are now aware that many re-
turning soldiers are experiencing difficulties associated with active
duty medical extensions, medical retention processing, Medical
Evaluation Boards, and Physical Evaluation Boards. With these
programs, many returning soldiers are finding that they will have
to deal with numerous layers of bureaucratic red tape, significant
paperwork, and in some situations problems associated with their
pay and benefits.

I have two constituents who have submitted their testimony to
the committee regarding this problem. One of my constituents,
Brian Robinson, was not able to be here today. Brian was a special-
ist in the Nevada Army National Guard. During his time in Ne-
vada Army National Guard he was deployed to Iraq, where a vehi-
cle he was riding in was struck by a hand-detonated land mine. As
a result of this attack, Specialist Robinson suffered damage to both
of his ears, cuts and bruises over his left eye, fractures to his left
elbow and left wrist, a crushed index finger, severe head and back
pain, whiplash, shrapnel damage, as well as swelling and bruising.

After this attack, Specialist Robinson was flown from Iraq to Ku-
wait, and then from Kuwait to Germany for additional care. But
after about a week in Germany, Specialist Robinson was cleared to
return to the United States. Specialist Robinson was then admitted
for care at Madigan Hospital and was granted 30 days leave for
convalescent care. It was during this time that the U.S. military
contacted his parents to notify them that he had been injured and
that he was in a hospital in Germany.

Finally, while Specialist Robinson was being cared for by the Air
Force physicians at Nellis Air Force Base in Las Vegas while on
convalescent leave, the Army decided that Sergeant Robinson
would have to return to Madigan for care by Army physicians as
opposed to Air Force physicians.

Sadly, Mr. Chairman, Specialist Robinson’s story is not unique.
Another one of my constituents, Sergeant Joseph Perez, who is
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here today, is going to tell a similar story about the difficulties he
encountered after being injured in the line of duty in Iraq.

Sergeant Perez is an exemplary American who served this coun-
try both since 1988 in the U.S. Marine Corps and later in Nevada
Army National Guard, and is certainly someone that we should be
proud of, since he received the Naval Commendation Medal, Ser-
geant of the Year for Western Region, and Recruiter of the Year.

I, of course, will let Sergeant Perez tell his story in person, but
I will point out that both Specialist Robinson and Sergeant Perez
proudly served our country during the global war on terror, and
both have submitted testimony not to bash the Army, but rather
to help find a solution to this longstanding problem.

Mr. Chairman, I am hopeful that our Army witnesses will help
us look toward an effective, long-term solution, and I firmly believe
that our Reserve soldiers who were injured or became ill in the line
of duty should be given the pay and the benefits they deserve in
an accurate and timely manner.

Again, thank you, Mr. Chairman.

Chairman ToMm DaAvis. Thank you very much. Any other Mem-
bers wish to make statements? Ms. Norton.

Ms. NORTON. Mr. Chairman, I think you do a service for mem-
bers of our military and for Congress, alike, in holding this hear-
ing, and I appreciate that you have done so. I want to thank the
members of the military who have agreed to step forward to help
educate the Congress and to help us better prepare for what we
should be doing for our members of the military, and especially the
Reserve and the National Guard.

Walter Reed Hospital is, of course, located in my District here in
the District of Columbia, and I have visited Walter Reed and seen
world class treatment of the most seriously injured. I have also
seen television reports of state-of-the-art treatment moving people
from the battlefield to where they can be treated. So it looks like
there are some places in the military where people do get first-class
treatment.

Members of Congress are particularly close to the Reserve and
National Guard. They are citizen soldiers and we have been hear-
ing complaints now for years, particularly since the Iraqi war. I am
concerned on two levels: first and foremost, at the health care that
returning soldiers are receiving or not receiving; and, second, with
the future of the volunteer Army, itself. We will hear about that.
I believe there have been some improvements. There are still com-
plaints. We need to know what the status is today and what we
can do about it.

As to the volunteer Army, we are dealing with an unpopular war
at home that has already taken its toll on recruitment for the
Army Reserve and National Guard. We need to do all we can if we
want to have a volunteer Army to make sure that people want to
join that Army, particularly at a time when we are engaged and
they see it every day on television in a guerilla war on the ground.
At the very least they need to know that if they are wounded they
are going to get the best health care that the United States has to
offer. Every member of this panel I am sure is committed to seeing
that happens.

I thank you again, Mr. Chairman.
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Chairman ToMm DAvis. Thank you.

Any other Members wish recognition? Mr. Cummings.

Mr. CuMMINGS. Thank you very much, Mr. Chairman, for hold-
ing this hearing on medical treatment of injured Army National
Guard and Army Reserve personnel.

As I stated at the committee’s hearing last year, it is deeply trou-
bling to learn of the pervasive problems associated with pay and
medical treatment of Guard and Reserve personnel. I believe—and
I am sure that many other members of this committee believe, as
well—that this situation is simply unacceptable. While I am com-
forted to learn of new efforts to help address these important
issues, such as the community-based health care initiative, I am
equally unhappy with the fact that there are soldiers who shed
blood, sweat, and tears in the service of this country experiencing
pay disruptions or medical care that is as much a burden as it is
a blessing.

Insufficient planning and poor management controls by the Army
made it ill equipped to meet the needs of the Guard and Reserve
soldiers recently activated and deployed in Iraq, Afghanistan, and
elsewhere around the world in the war on terror.

A central focus of this hearing is to examine the quandary many
Guard and Reserve soldiers find themselves in when they are clas-
sified in a medical hold status while injured or ill. While approxi-
mately 5,000 Reservists are in medical hold, too many of our Na-
tion’s bravest have to endure long delays in diagnosis and medical
treatment in austere facilities far away from friends and family.
The consequences of this problem often manifest themselves in pay
disruptions, stress, and undermined morale at a period of time
when injured Guard and Reserve soldiers should be primarily fo-
cused on recuperation.

The GAO has indicated in its report entitled, “Military Pay: Gaps
in Pay and Benefits, Etc.,” that sensible guarantees could not be
given that Guard and Reserve soldiers would receive undisrupted
pay and benefits in the event that they became wounded or sick.
The study also indicated a startling finding that a designation of
“falling off orders” lead to 24 of 38 Reservists having their pay dis-
rupted while they were undergoing medical care.

Additionally, the GAO cites numerous obstacles to inefficient
management in the medical treatment of Guard and Reserve sol-
diers ranging from poor dissemination of information to soldiers
about the active duty medical extension to lack of an integrated
personnel system that is updated at all times.

Mr. Chairman, finally I believe that we honor the service and
sacrifice of those who risk their lives for our Nation in the Armed
Forces by eliminating inefficient, ineffective bureaucracies that un-
dermine their ability to receive the pay that they are entitled to
and the benefits that they are entitled to.

I am eager to hear from the witnesses today about what has been
done and what is being done to address the pay and benefit prob-
lems Guard and Reserve soldiers are experiencing, and I hope, in
the words of one of my constituents, that we don’t have motion,
commotion, and emotion and no results.

Thank you very much, Mr. Chairman. I yield back.

[The prepared statement of Hon. Elijah E. Cummings follows:]



25

Committee on Government Reform
U.S. House of Representatives
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Opening Statement of
Representative Elijah E. Cummings, D-Maryland

Full Committee Hearing on “Wounded Army Guard and Reserve
Forces: Increasing the Capacity to Care”

February 17, 2005

Thank you, Mr. Chairman for holding this important hearing on the
medical treatment of injured Army National Guard and Army
Reserve personnel.

As I stated at the Committee’s hearing last year, it is deeply
troubling to learn of the pervasive problems associated with pay
and medical treatment for Guard and Reserve personnel. I believe,
and I am sure that many other members of this Committee believe
as well, that this situation is unacceptable.

While I am comforted to learn of new efforts to help address these
important issues such as the Community Based Health Care
Initiative, I am equally unhappy with the fact that there are soldiers
who shed blood, sweat, and tears in the service of this country
experiencing pay disruptions or medical care that is as much a
burden as it is a blessing.

Insufficient planning and poor management controls by the Army
made it ill equipped to meet the needs of Guard and Reserve
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soldiers recently activated and deployed in Iraq, Afghanistan, and
elsewhere around the world in the War on Terror. A central focus
of this hearing is to examine the quandary many Guard and
Reserve soldiers find themselves in when they are classified in a
“medical hold” status while injured or ill.

With approximately 5,000 reservists in “medical hold” too many of
our nation’s bravest have to endure long delays in diagnosis and
medical treatment in austere facilities far away from friends and
family. The consequences of this problem often manifest
themselves in pay disruptions, stress, and undermine morale at a
period of time when injured Guard and Reserve soldiers should be
primarily focused on recuperation.

The GAO has indicated in their report entitled, “Military Pay:
Gaps in Pay and Benefits Create Financial Hardships for Injured
Army National Guard and Reserve Soldiers” that sensible
guarantees could not be given that Guard and Reserve soldiers
would receive undisrupted pay and benefits in the event that they
became wounded or sick. The study also indicated a startling
finding that a designation of “falling off orders” lead to 24 of 38
reservists having their pay disrupted while they were undergoing
medical care.

Additionally, the GAO cites numerous obstacles to efficient
management in the medical treatment of Guard and Reserve
soldiers ranging from poor dissemination of information to soldiers
about the Active Duty Medical Extension to lack of an integrated
personnel system that is updated at all times.

Mr. Chairman, I believe that we honor the service and sacrifice of
those who risked their lives for our nation in the armed forces by
eliminating inefficient, ineffective bureaucracies that undermine
their ability to receive entitled pay and benefits.
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I am eager to hear from the witnesses today about what has been
done and what is being done to address the pay and benefit
problems Guard and Reserve soldiers are experiencing.

Once again, thank you Mr. Chairman for holding today’s hearing.
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The following information was released by the Office of Maryland Congressman Elijah Cummings:

Today, U.S. Congressman Elijah E. Cummings, 3 Member of the House Government Reform Committee, released the following
statement after participating in a3 Committee hearing that examined the lack of proper medical care for injured Army National
Guard and Army Reserve personnel:

“1t is inconceivable to me that Reserve and National Guard military personnei who have been wounded or incapacitated in
combat are subsequently removed from active duty status, disrupting their access to the medical care and pay they deserve.

"1 am particularly concerned after hearing the testimony of Army National Guard Sergeant Joseph D. Perez. He testified that he
suffered leg and head injuries after battling insurgents during his service in Iraq. After receiving some medical attention from
the U.5. military, he was put on “medical hold." Because of his status as a National Guard member, he was forced to wait for
treatment and directed to a World War I barrack with insufficient water and heating, and overall filthy conditions.

"Uniike non-reserve U.S. military personnel, Sgt. Perez was denied a home base and had enly minimum contact with his family.
His medical condition caused him to miss three pay periods, and disqualified him for home rentals or a home loan, among other
mistreatments, In addition, his wife and children were forced to move out of their home and borrow $10,000 from family for
basic living expenses.

“Sgt. Perez’s story is not an isolated incident, and represents an overwhelming pattern that has so far affected approximately
5,000 reservists.

"This type of treatment for our reserve and national guard soldiers is unconscionable and unacceptable.

"While T am comforted to learn of new efforts to help address these important issues such as the Community Based Health Care
Initiative, our military Jeadership needs to do more.

"I urge the Secretary of the Army to fully adopt "Military Pay,” a report by the Government Accounting Office that outlines 22
recommendations for action, such as:

Establishing comprehensive policies and procedures for managing programs for treating reserve component soldiers with
service-connected injuries or iinesses;

Providing adequate infrastructure and resources;

Making process impr to for inad out-dated sy

“Tt is important to recognize the sacrifices made by anyone who serves this country, including active duty soldiers, Reserve and
Guard personnel, and veterans, That is the true measure of patriotism."

Devika Koppikar, (202) 225-4741
02/27/05 06:20:06

Document SNS0000020050227e12n000a1

Return to Headlines

http://integrate. factiva.com/search/article.asp 3/11/2005



29

Chairman ToMm DAvis. Mr. Ruppersberger.

Mr. RUPPERSBERGER. Thank you, Mr. Chairman.

First, I would like to begin this opening statement by thanking
our brave soldiers for their courage and bravery, not only on the
battlefield but for being here today on behalf of your comrades. I
was struck to the core when reading your stories. You are quite
right in stating you are sadly not alone in this poor treatment. The
Nation, the Pentagon, and this Congress owes you better.

Sergeant Allen, you spoke of the responsibility leadership carries,
and I commend you for that. Soldiers, particularly disabled sol-
diers, should not be further burdened by disconnected bureauc-
racies. As members of this committee and in this legislative body,
we must take responsibility and lead better in this area.

This is not a new issue for me. In August 2004 the problems se-
verely disabled soldiers were facing came to my attention and on
September 1st I introduced H.R. 5057—and this is a bipartisan
bill—with Congressman Jones and Congressman Hoyer to expand
the DS3 program in the Pentagon. That bill envisioned a joint com-
mand center with an executive agent to be a one-call-fits-all
helpline for soldiers, Marines, Sailors, Airmen, and Coast Guards-
men.

It was intended to help with all sorts of problems severely dis-
abled servicemen and women face when they return home, includ-
ing pay, medical appointments, caseworker management, transpor-
tation, employment-related issues, and many other problems. Sen-
ators Bond and Kennedy introduced companion legislation in their
chamber, and we came very close to passing that legislation before
the close of the 108th Congress.

Now, I know we were onto something when Paul Wolfowitz, Sec-
retary Wolfowitz, held a ribbon-cutting ceremony on February 1st
of this year to launch the Military Severely Injured Joint Support
Operations Center. This center draws heavily from H.R. 5057, and
I congratulate the Pentagon on this effort.

We are working with our colleagues in the House and Senate to
monitor this program and its progress and to see if it is working
and if we can help.

The issue before us today is not just about processing paperwork;
it is about the most basic promise we make to all men and women
who put a uniform on and take the oath to serve our Nation. As
leaders we have the responsibility to take care of these men and
women and to leave no one behind and to not ignore them once we
bring them home.

One great lesson from today’s testimony and the GAO report is
that our Federal Government needs to get much smarter in the
way we do business. We have spent millions and millions of dollars
creating joint weapon systems, open architecture platforms, and
other integrated systems to create a more seamless battlefield be-
tween our military branches. Certainly we can do the same for our
payroll and other processing systems for the Army, Navy, Air
Force, and Marines. I fear the stories we hear today are just the
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tip of the iceberg and we should draw from the courage of these
soldiers to fix this system and to help those who will follow.

Thank you, Mr. Chairman.

[The prepared statement of Hon. C.A. Dutch Ruppersberger fol-
lows:]
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Congressman C.A. Dutch Ruppersberger
House Committee on Government Reform
Wounded Army Guard and Reserve Forces:
Increasing the Capacity to Care
Opening Remarks
02.17.05

Thank you Mr. Chairman. My thanks to you, the ranking
member and the other members of this committee for
initiating the GAO inquiry resulting in this hearing.

| would like to begin this opening statement by thanking
our brave soldiers in uniform for their courage and bravery
— both on the battlefield in defense of our nation and here
in this committee room in defense of their comrades. | was
struck to the core when reading your stories. You are quite
right in stating that you are sadly not alone in this poor
treatment. This nation, the Pentagon, and this Congress
owes you much better.

%W. Allen you spoke of the responsibility leadership carries
and | commend you for that. Soldiers, particularly disabled
soldiers, should not be further burdened by disconnected
bureaucracies. As Members of this committee and in this
legislative body, we must take responsibility and lead
better in this area.
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This is not a new issue for me. In August of 2004 the
problems severely disabled soldiers were facing came to
my attention and in September | introduced H.R. 5057, a
bipartisan bill with Congressman Jones and Congressman
Hoyer to expand the DS3 program in the Pentagon. That
bill envisioned a joint command center with an executive
agent to be a one call fits all help line for soldiers, marines,
sailors, airmen, and coast guardsman. It was intended to
help with all sorts of problems severely disabled service
men and women face when they return home including
pay, medical appointments, case worker management,
transportation, employment related issues, and many,
many other problems.

Senators Bond and Kennedy introduced companion
legislation in their chamber and we came very close to
passing that legislation before the close of the 108"
Congress. | know we were on to something when Paul
Wolfowitz held a ribbon cutting ceremony on February 1
of this year to launch the Military Severely Injured Joint
Support Operations Center. This center draws heavily
from H.R. 5057 and | congratulate the Pentagon on this
effort. | am working with my colleagues in the House and
Senate to monitor its progress and see what we can do to
help.

Many laymen listening to today’s hearing will think it is
quite wonky and complicated. A lot of detailed military
acronyms and jargon complicated further by accounting
terms. But as these soldiers before us will testify, this isn’t
just about processing paperwork.

2
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This is about the most basic promise we make to all men
and women who put on a uniform and takes the oath to
serve their nation. As leaders, we have the responsibility
to take care of these men and women, to leave no one
behind, and to not ignore them once we bring them home.

One great lesson from today’s testimony and the GAO
report is that our federal government needs to get much
smarter in the way we do business. We have spent
millions and millions of dollars creating joint weapons
systems, open architecture platforms and other integrated
systems to create a more seamless battlefield between
our military branches. Certainly we can do the same for
our payroll and other processing systems for the Army,
Navy, Airforce and Marines. | fear the stories we hear
today are just the tip of the iceberg and we should draw
from the courage of these soldiers to fix this broken
system to help those who will follow.

Thank you Mr. Chairman.
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Chairman ToMm DAvis. Thank you very much.

Any other opening statements?

[No response.]

Chairman Tom Davis. Well, if not we will proceed to our first
panel of witnesses. We are very honored and grateful that you are
here today to share your personal experiences with the committee.
I understand that some of you appear with a little apprehension
about how your candor today might affect your future careers in
the military. Let me just say that we appreciate the opportunity to
receive your testimony under oath, and you have our assurances
that you will not pay a professional price for sharing your stories
with us. In fact, Congress is deeply gratified for your willingness
to step forward.

We welcome today Mr. Gregory Kutz, the Director of Financial
Management and Assurance at the U.S. Government Accountabil-
ity Office; Brigadier General Raymond C. Byrne, the acting State
Adjutant General of Oregon; Sergeant First Class John Allen, B/3/
20th Special Forces Group, North Carolina National Guard.

Sergeant Allen, it is nice to see you again and have the oppor-
tunity to publicly thank you for all that you have done to bring the
plight of injured Guard and Reserve soldiers to the attention of this
committee.

We also have with us Sergeant Joseph Perez, the 72nd Military
Police Co., Nevada National Guard; Chief Warrant Officer Rodger
L. Shuttleworth, Chief, Reserve Component Personnel Support
Services Branch, Army Human Services Command, Maryland Na-
tional Guard. Chief Shuttleworth is accompanied by Chief Warrant
Officer Laura Lindle, who is here to support Chief Shuttleworth’s
testimony—so when we swear everyone in, if you could rise and
raise your right hands—and Master Sergeant Daniel Forney. He is
a Reserve Component liaison, Medical Holding Co., Walter Reed
Medical Center, an Army Reservist from Pennsylvania.

Sergeant Forney, it is also good to see you again and I want to
thank you for your commitment to those soldiers and their families.
Give my best to your fellow Reserve liaison soldiers at Walter
Reed.

Before we begin, I want to recognize and thank a few more peo-
ple who are here accompanying our first panel. Along with Mr.
Kutz, I want to recognize John Ryan, Gary Bianchi, and Diane
Handley of the GAO Special Investigations Office, who over the
last 2 years have gone beyond the call of duty to assist this com-
mittee with its investigation.

I also want to welcome and thank Mrs. John Allen and Mrs. Jo-
seph Perez for coming here today with your husbands. As we salute
your husbands’ service and the sacrifices, we salute yours, as well.

There is another husband and wife team I want to recognize and
thank who have provided separate written statements today about
their experiences: Specialist Brian Robinson of the Nevada Na-
tional Guard, and his wife, Mrs. Nicole Robinson, whose stories I
encourage everyone to read. I think Mr. Porter referred to it in his
opening remarks.

I want to thank everybody for taking part in this very, very im-
portant hearing. It is our policy that all witnesses be sworn before
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their testimony, so if you would rise with me and raise your right
hands.

[Witnesses sworn.]

Chairman ToMm DAvis. Thank you very much.

Your entire written testimony is in the record. Questions will be
based on that. That is in the public record. There is a light in front
of you that will be green when you start. It will turn orange after
4 minutes, and at the end of 5 minutes it turns red. We would ap-
preciate it if you could move to summary after that, but we are not
going to gavel you shut if you feel you just need to add something.
This is an important issue, and we want to give you time to ade-
quately explain to live Members what we are about today in your
experiences.

Mr. Kutz, we will start with you and we will move straight on
down the line. Thanks for being with us and thanks for the work
that you and your team have done on this.

STATEMENTS OF GREGORY D. KUTZ, DIRECTOR, FINANCIAL
MANAGEMENT AND ASSURANCE, U.S. GOVERNMENT AC-
COUNTABILITY OFFICE; BRIGADIER GENERAL RAYMOND C.
BYRNE, JR., ACTING STATE ADJUTANT GENERAL, STATE OF
OREGON, ACCOMPANIED BY COLONEL DOUG ELIASON, M.D.;
SERGEANT FIRST CLASS JOHN ALLEN, B/3/20TH SPECIAL
FORCES GROUP, NORTH CAROLINA NATIONAL GUARD; SER-
GEANT JOSEPH PEREZ, 72ND MILITARY POLICE CO., NE-
VADA NATIONAL GUARD; CHIEF WARRANT OFFICER
RODGER L. SHUTTLEWORTH, CHIEF, RESERVE COMPONENT
PERSONNEL SUPPORT SERVICES BRANCH, ARMY HUMAN
RESOURCES COMMAND, MARYLAND NATIONAL GUARDS-
MAN, ACCOMPANIED BY CHIEF WARRANT OFFICER LAURA
LINDLE; AND MASTER SERGEANT DANIEL FORNEY, RE-
SERVE COMPONENT LIAISON, MEDICAL HOLD, WALTER
REED MEDICAL CENTER, U.S. ARMY RESERVIST, PENNSYL-
VANIA

STATEMENT OF GREGORY D. KUTZ

Mr. Kutz. Mr. Chairman and members of the committee, thank
you for the opportunity to discuss pay problems for mobilized Army
National Guard and Reserve soldiers. I previously testified that 94
percent of the soldiers that we investigated had pay problems. My
bottom line today is that gaps in pay and benefits cause significant
stress and financial hardship for injured soldiers and their families.

My testimony has two parts. First, pay problems for injured sol-
diers, and second, Army’s new process for soldiers injured fighting
the global war on terrorism.

First, we found that the Army does not know how many injured
soldiers have experienced pay problems. Injured Reserve Compo-
nent soldiers can request to have their active duty orders extended
and their pay and benefits continued. When soldiers fall off of or-
ders, pay and benefits generally stop. Based on our analysis of
Army data for 2 months in 2004, 34 percent of the 867 soldiers who
applied for extensions fell off their orders before their requests
were granted.

We found the following examples of the impact of these problems:
soldiers and their families denied medical and dental care, loss of
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access to the post exchange and commissary, negative impact on
credit due to late payment of bills, soldiers borrowing money from
friends and family to pay bills, added stress for soldiers that al-
ready had serious medical conditions, and injured soldiers spending
incredible amounts of time to obtain entitled pay and benefits.

Of our 10 case study, 2 soldiers are here today, Sergeant First
Class John Allen and Sergeant Joseph Perez. They will tell you
their own stories.

The key causes of these problems included a weak control envi-
ronment, a broken process, and non-integrated pay and personnel
systems. For example, one Special Forces soldier who lost his leg
when a roadside bomb destroyed his vehicle in Afghanistan missed
three pay periods totaling $5,000. Why? Because this soldier’s ap-
plication did not contain adequate information to justify his quali-
fication for an extension.

The financial hardships experienced would be far worse if not for
the heroic efforts of people like Master Sergeant Forney and Chief
Warrant Officer Shuttleworth, who will also tell you their stories.

Second, there is some good news. The Army’s new process for sol-
diers injured fighting the global war on terrorism appears to have
significantly improved the front-end application process. According
to Army officials at each of the 10 installations that we visited,
they have experienced few delays in obtaining initial orders for in-
jured soldiers. However, several key issues remain, including the
Army’s lack of visibility over injured soldiers. This problem reflects
DOD’s many stovepiped personnel systems. For example, the Army
contacted one soldier’s parents to inform them that their son was
injured in Baghdad and was at a hospital in Germany; however,
this soldier had been back in the States for 20 days.

In conclusion, this pay issue is another example of the ineffective
and wasteful business practices processes that plague virtually
every aspect of DOD’s high-risk business operations. To its credit,
the Army’s new streamlined process has significantly reduced the
initial delays extending orders; however, many problems remain
and must be addressed in a more comprehensive manner with clear
leadership and accountability for results. There should be zero tol-
erance for the poor treatment of our injured heroes.

Mr. Chairman, I look forward to continuing to work with this
committee to help soldiers. I am also honored to be at the table
with the other witnesses who have each played a significant role
helping injured soldiers, and I look forward to their testimony.

[The prepared statement of Mr. Kutz follows:]
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Injured and ill reserve component soldiers—who are entitled to extend their
active duty service to receive medical treatment—have been inappropriately
removed from active duty status in the automated systems that control pay
and access to medical care. The Army acknowledges the problem but does
not know how many injured soldiers have been affected by it. GAO
identified 38 reserve component soldiers that said they had experienced
problems with the active duty medical extension order process and
subsequently fell off their active duty orders. Of those, 24 experienced gaps
in their pay and benefits due to delays in processing extended active duty
orders. Many of the case study soldiers incurred severe, permanent injuries
fighting for their country including loss of limb, hearing loss, and back
injuries. Nonetheless, these soldiers had to navigate the convoluted and
poorly defined process for extending active duty service,
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The Army’s process for extending active duty orders for injured soldiers
Jacks an adequate control environment and controls—includi
(1) clear and comprehensive gmdance, (2) a system to provide visibility over
injured soldiers, and {3) ad and programs. The
Army has also not established user-friendly processes—including clear
approval criteria and adequate infrastructure and support services. Many
Army locations have used ad hoc procedures to keep soldiers in pay status;
however, these procedures often circumvent key mnemal com.rols and put
the Army at risk of making improper and p
Finally, the Army’s nonintegrated systems which require extensxve error-
prone manual data entry, further delay access to pay and benefits.

The Army recently implemented the Medical Retention Processing (MRP)
program, which takes the place of the previously existing process in most
cases. MRP, which authorizes an automatic 179 days of pay and benefits,
may resolve the timeliness of the front-end approval process. However,
MRP has some of the same issues and may also result in overpayments to
soldiers who are released early from their MRP orders. Out of 132 soldiers
the Army identified as being released from active duty, 15 improperly
received pay past their release date—totaling approximately $62,000.

United States ity Office
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Mr. Chairman and Members of the Committee:

Thank you for the opportunity to discuss the Army’s procedures for providing pay and related
benefits, including medical benefits, to Army National Guard and Army Reserve soldiers being
treated for service-connected injuries or illness. Our related report’ released today details
weaknesses in the Army’s control environment, processes, and automated systems needed to
provide reasonable assurance that injured and ill reserve component soldiers receive the pay and
benefits to which they are entitled without interruption.

In response to the September 11, 2001, terrorist attacks, the Army National Guard and Army
Reserve mobilized and deployed soldiers in support of Operations Noble Eagle and Enduring
Freedom. When mobilized for up to 2 years at a time,” these soldiers performed search and
destroy missions against Taliban and al Qaeda members throughout Asia and Africa, fought on
the front lines in Afghanistan and guarded al Qaeda prisoners held at Guantanamo Bay, Cuba.
Similarly, reserve component soldiers fought on the front lines in Iraq and are now assisting in
peace-keeping and reconstruction operations in Iraq under Operation Iragi Freedom. Until
recently, reserve component soldiers who were mobilized in support of the Global War on
Terrorism and were injured or became ill were released from active duty and demobilized when
their mobilization orders expired, unless the Army took steps, at the soldier’s request, to extend
their active duty service—commonly referred to as an active duty medical extension (ADME),
During the course of our audit, the Army implemented the Medical Retention Processing (MRP)
program, which takes the place of ADME for soldiers returning from operations in support of the
Global War on Temorism’ but is a similar mechanism for prov1dmg pay and related benefits to
reserve component soldiers being treated for service-connected injuries or illness.

Because the Army did not maintain reliable, centralized data on the number, location, and
dxsposmon of mobilized reserve component soldiers who had requested to extend their active
duty service because they had been injured or become ill in the line of duty,’ it was not possible
to statistically test controls or the impact control breakdowns had on soldiers and their families.
Instead, we relied on a case study and selected site visit approach for this work—performing
audit work at 10 Army installations throughout the country, mtervxewmg and obtaining relevant
documentation from officials at the Army Manpower Office® at the Pentagon, all four of the
Army’s Regional Medical Commands (RMC) in the continental United States, and the Army
Human Resource Command (HRC) in Alexandria, Virginia. We also interviewed 38 reserve
component soldiers who served in the Global War on Terrorism and had experienced problems
with the ADME process at four military installations. Using Army pay and administrative
records, we corroborated information provided by soldiers about disruptions in pay and benefits

'GAQ, Military Pay: Gaps in Pay and Benefits Create Fi jal Hardships for Injured Army National Guard and
Reserve Soldiers, GAO-05-125 (Washington, D.C.: Feb. 17, 2005).

? For the purpose of this testimony, the term mobilized includes all Army reserve component soldiers called to perform
active service.

SADME will still exist for soldiers who are not mobilized as part of the Global War on Terrorism—such as soldiers
injured in Bosnia or Kosovo or during annual training exercises.

*“The Army maintained data on soldiers who were currently on ADME orders but did not track soldiers who were
applymg for ADME or who had been dropped from their active duty orders.

Army Manpower is an organization within the Army Deputy Chief of Staff, G-1, formerly the Army Deputy Chief of
Staff for Personnel. G-1is the Army’s human resource provider, handling human resource programs, policies, and
systems. The Army Human Resources Comumand is a field operating activity that reports directly to G-1.
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but were not always able to validate other assertions made by injured soldiers about their
experience. Further details on our scope and methodology and the results of the case studies can

be found in our related report.

Today, I will summarize the results of our work with respect to (1) the problems experienced by
selected injured or ill Army Reserve and National Guard soldiers, (2) the weaknesses in the
overall control environment and management, (3) the lack of clear processes, (4) the lack of
integrated pay, personnel, and medical eligibility systems, and (5) our assessment of whether the
MRP program has resolved deficiencies associated with ADME and will provide effective and

lasting solutions.

Summary

Poorly defined requirements and processes for extending injured and ill reserve component
soldiers on active duty have caused soldiers to be inappropriately dropped from their active duty
orders. For some, this has led to significant gaps in pay and health insurance, which has created
financial hardships for these soldiers and their families. Based on our analysis of Army
Manpower data during the period from February 1, 2004, through April 7, 2004, almost 34
percent of the 867 soldiers who applied to be extended on active duty orders—because of
injuries or illness—fell off their orders before their extension requests were granted. For many
soldiers, this resulted in being removed from active duty status in the automated systems that
control pay and access to benefits, including medical care and access to the Commissary and
Post Exchange—which allows soldiers and their families to purchase groceries and other goods
at a discount. Through our case study work, we have documented the experiences of 10 soldiers
who were mobilized to active duty for military operations in Afghanistan and Iraq. Their stories
illustrate the tremendous hardships faced by injured and ill reserve component soldiers applying
for ADME. Many of the soldiers we interviewed had incurred severe, permanent injuries fighting
for their country including loss of limb, hearing loss, and ruptured disks. Nonetheless, we found
that the soldier carries a large part of the burden when trying to understand and successfully
navigate the Army’s poorly defined requirements and processes for obtaining extended active

duty orders.

With respect to the Army’s control environment and the management controls over the ADME
process, we found that the Army has not provided (1) clear and comprehensive guidance needed
to develop effective processes to manage and treat injured and ill reserve component soldiers, (2)
an effective means of tracking the location and disposition of injured and ill soldiers, and (3)
adequate training and education programs for Army officials and injured and ill soldiers trying to
navigate their way through the ADME process. For example, many of the soldiers we
interviewed said that neither they nor the Army personnel responsible for helping them clearly
understood the process. This confusion resulted in delays in processing ADME orders and for
some, meant that they fell from their active duty orders and lost pay and medical benefits for

their families.

The Army also lacks customer-friendly processes for injured and ill soldiers who are trying to
extend their active duty orders so that they can continue to receive medical care. Specifically,
the Army lacks clear criteria for approving ADME orders, which may require applicants to
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resubmit paperwork multiple times before their application is approved. For example, one
Special Forces soldier we interviewed, who lost his leg when a roadside bomb destroyed the
vehicle he was riding in while on patrol for Taliban fighters in Afghanistan, missed three pay
periods totaling $5,000 because he fell off his active duty orders. Although this soldier was
clearly entitled to a medical extension, according to approving officials at Army Manpower, his
application was not immediately approved because it did not contain sufficiently current and
detailed information to justify this soldier’s qualifications for ADME. In addition, the Army has
not consistently provided the infrastructure needed—including convenient support services—to
accommodate the needs of soldiers trying to navigate their way through the ADME process.
This, combined with the lack of clear guidance discussed previously and the high tumover of the
personnel who are responsible for helping injured and ill soldiers through the ADME process,
has resulted in injured and ill soldiers carrying a disproportionate share of the burden for
ensuring that they do not fall off their active duty orders. This has left many soldiers disgruntied
and feeling like they have had to fend for themselves. While most of the installations we
reviewed took extraordinary steps to keep soldiers in pay status, these steps often involved
overriding required internal controls in one or more systems. In some cases, the stop gap
measures ultimately caused additional financial hardships for soldiers or put the Army at risk of
significantly overpaying soldiers in the long run.

With respect to the Army’s automated systems that control soldiers’ pay and benefits, overall, we
found the current stove-piped, non-integrated order-writing, personnel, pay, and medical
eligibility systems require extensive error-prone manual data entry and reentry. Because the
order-writing system does not directly interface with these other systems, once approved, hard
copy or electronic copy ADME orders are distributed and used to manually update the
appropriate systems. However, the Army’s ADME guidance does not address the distribution of
ADME orders or clearly define who is responsible for ensuring that the appropriate pay,
personnel, and medical eligibility systems are updated. As a result, ADME orders are not sent
directly to the individuals responsible for data input but instead, are distributed via e-mail and
forwarded throughout the Army and the Department of Defense—eventually reaching
individuals with access 1o the pay, personnel, and medical eligibility systems. Not only is this
process vulnerable to input errors, but not sending a copy of the orders directly to the individual
responsible for input increases the risk that system updates will not be entered in time to ensure
continuation of the pay and benefits to which soldiers are entitled.

The Ammy’s new MRP program, which went into effect May 1, 2004, and takes the place of
ADME for soldiers returning from operations in Iraq and Afghanistan, should resolve many of
the front-end processing delays experienced by soldiers applying for ADME by simplifying the
application process. However, MRP has not resolved the underlying management control
problems that plagne ADME—including problems associated with the lack of guidance,
visibility over soldiers, adequate training and education, and manual processes and non-
integrated pay and personnel systems-—and in some respects has worsened problems associated
with the Army’s lack of visibility over injured soldiers. For example, in September and October
2004, the Army did not know with any certainty how many soldiers were on MRP orders, how
many had returned to active duty, or how many had been released from active duty early. In
addition, although MRP routinely authorizes 179 day extensions and eliminates the need to
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reapply for new orders every 30 days, as was sometimes the case with ADME, it also presents
new challenges.

If the Army treats and releases soldiers from active duty in less than 179 days, our previous work
has shown that weaknesses in the Army’s process for releasing soldiers from active duty and
stopping the related pay before their orders have expired—in this case before their 179 days is
up—ofien resulted in overpayments to soldiers. Although the Army did not have a complete or
accurate accounting of soldiers who were treated and released from MRP early, of the 132
soldiers that the Army identified as released from active duty, we found that 15 were improperly
paid past their release date—totaling approximately $62,000.

Our companion report includes 22 recommendations focused on addressing the weaknesses we
identified in the overall contro] environment; infrastructure, resources and processes; and
automated systems used to manage and treat injured reserve component soldiers. To its credit, in
response to these recommendations, DOD has outlined some actions already taken, others that
are underway, and further planned actions to address the weaknesses we identified.

Injured and 11l Reserve Component Soldiers Experience Gaps in Pav and Benefits,

Creating Financial Hardships for Soldiers and Their Families

Poorly defined requirements and processes for extending injured and ill reserve component
soldiers on active duty have caused soldiers to be inappropriately dropped from their active duty
orders. For some, this has led to significant gaps in pay and health insurance, which has created
financial hardships for these soldiers and their families. Based on our analysis of Army
Manpower data during the period from February 1, 2004, through April 7, 2004, almost 34
percent of the 867 soldiers who applied to be extended on active duty orders fell off their orders
before their extension requests were granted. This placed them at risk of being removed from
active duty status in the automated systems that control pay and access to benefits, including
medical care and access to the Commissary and Post Exchange—which allows soldiers and their

families to purchase groceries and other goods at a discount.

While the Army Manpower Office began tracking the number of soldiers who have applied for
ADME and fell off their active duty orders during that process, the Anmy does not keep track of
the number of soldiers who have lost pay or other benefits as a result. Although, logically, a
soldier who is not on active duty orders would also not be paid, as discussed later, many of the
Army installations we visited had developed ad hoc procedures to keep these soldiers in pay
status even though they were not on official, approved orders. However, many of the ad hoc
procedures used to keep soldiers in pay status circumvented key internal controls in the Army
payroll systern—exposing the Army to the risk of significant overpayment, did not provide for
medical and other benefits for the soldiers dependents, and sometimes caused additional
financial problems for the soldier.

Because the Army did not maintain any centralized data on the number, location, and disposition
of mobilized reserve component soldiers who had requested ADME orders but had not yet
received them, we were unable to perform statistical sampling techniques that would aliow us to
estimate the number of soldiers affected. However, through our case study work, we have
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documented the experiences of 10 soldiers who were mobilized to active duty for military

operations in Afghanistan and Irag.

Figure 1 provides an overview of the pay problems experienced by the 10 case study soldiers we
interviewed and the resulting impact the disruptions in pay and benefits had on the soldiers and
their families. According to the soldiers we interviewed, many were living paycheck to
paycheck; therefore, missing pay for even one pay period created a financial hardship for these
soldiers and their families. While the Army ultimately addressed these soldiers’ problems, absent
our efforts and consistent pressure from the requesters of the report, it would likely have taken
longer for the Army to address these soldiers” problems. Further details on these case studies are

included in our related report.

Figure 1: Effects of Disruptions in Pay and Benefits.
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The Army Lacks an Effective Control Environment and Management Controls

The Army has not provided (1) clear and comprehensive guidance needed to develop effective
processes to manage and treat injured and ill reserve component soldiers, (2) an effective means
of tracking the location and disposition of injured and ill soldiers, and (3) adequate training and
education programs for Army officials and injured and ill soldiers trying to navigate their way

through the ADME process.

Clear and Complete Guidance Lacking

The Army’s implementing guidance related to the extension of active duty orders is sometimes
unclear or contradictory—creating confusion and contributing to delays in processing ADME
orders. For example, the guidance states that the Army Manpower Office is responsible for
approving extensions beyond 179 days but does not say what organization is responsible for
approving extensions that are less than 179 days. In practice, we found that all applications were
submitted to Army Manpower for approval regardless of number of days requested. At times,
this created a significant backlog at the Army Manpower Office and resulted in processing
delays. In addition, the Army’s implementing guidance does not clearly define organizational
responsibilities, how soldiers will be identified as needing an extension, how ADME orders are
to be distributed, and to whom they are to be distributed. Finally, according to the guidance, the
personnel costs associated with soldiers on ADME orders should be tracked as a base operating
cost. However, we believe the cost of treating injured and ill soldiers—including their pay and
benefits—who fought in operations supporting the Global War on Terrorism should be
accounted for as part of the contingency operation for which the soldier was originally
mobilized. This would more accurately allocate the total cost of these wartime operations.

The Army Lacks an Effective Means of Tracking

the Location and Disposition of Injured and 11l Soldiers

As we have reported in the past, the Army’s visibility over mobilized reserve componem soldiers
is jeopardized by stovepiped systems serving active and reserve component personnel.’
Therefore, the Army has had difficulty determining which soldiers are mobilized and/or
deployed, where they are physically located, and when their active duty orders expire. In the
absence of an integrated personnel system that provides visibility when a soldier is transferred
from one location to another, the Army has general personnel regulations that are intended to
provide some limited visibility over the movement of soldiers. However, when a soldier is on
ADME orders, the Army does not follow these or any other written procedures to document the
transfer of soldiers from one location to another—thereby losing even the limited visibility that
might otherwise be achievable. Further, although the Army has a medical tracking system, the
Medical Operational Data System (MODS), that could be used to track the whereabouts and
status of injured and ill reserve component soldiers, we found that, for the most part, the

We dxd not audit these costs for the purpose of determining if the Army properly recorded them against available
d, we applied DOD'’s criteria for contingency operations cost accounting in DOD's Financial

Management Regulation, Vol. 12 Chapter 23 (February 2001).
" GAO, Military Personnel: DOD Actions Needed to Improve the Efficiency of Mobilizations for Reserve Forces, GAO-

03-921 (Washington, D.C.: Aug. 21, 2003)
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installations we visited did not use or update that system. Instead, each of the installations we
visited had developed its own stovepiped tracking system and databases.

Although MODS, if used and updated appropriately, could provide some visibility over injured
and ill active and reserve component soldiers—including soldiers who are on ADME orders, 8 of
the 10 installations we visited did not routinely use MODS. MODS is an Army Medical
Department (AMEDD) system that consolidates data from over 15 different major Army and
Department of Defense databases. The information contained in MODS is accessible at all Army
Military Treatment Facilities (MTF) and is intended to help Army medical personnel administer
patient care. For example, as soldiers are approved for ADME orders, the Army Manpower
Office enters data indicating where the soldier is to receive treatment, to which unit he or she
will be attached, and when the soldier’s ADME orders will expire. However, as discussed
previously, the Army has not established written standard operating procedures on the transfer
and tracking of soldiers on ADME orders. Therefore, the installations we visited were not
routinely looking to MODS to determine which soldiers were attached to them through ADME
orders. When officials at one installation did access MODS, the data in MODS indicated that
the installation had at least 105 soldiers on ADME orders. However, installation officials were
only aware of 55 soldiers who were on ADME orders. According to installation officials, the
missing soldiers never reported for duty and the installation had no idea that they were
responsible for these soldiers.

The Army Lacks Adequate Training and Education Programs

The Army has not adequately trained or educated Army staff or reserve component soldiers
about ADME. The Army personnel responsible for preparing and processing ADME applications
at the 10 installations we visited received no formal training on the ADME process. Instead,
these officials were expected to understand their responsibilities through on-the-job training.
However, the high turmnover caused by the rotational nature of military personnel, and especially
reserve component personnel who make up much of the garrison support units that are
responsible for processing ADME applications, limits the effectiveness of on-the-job training.
Once these soldiers have leamed the intricacies of the ADME process, their mobilization is over
and their replacements must go through the same on-the-job learning process. For example, 9 of
the 10 medical hold units at the locations we visited were staffed with reserve component

soldiers.

In the absence of education programs based on sound policy and clear guidance, soldiers have
established their own informal methods—using Internet chat rooms and word-of-mouth——to
educate one another on the ADME process. Unfortunately, the information they receive from
one another is often inaccurate and instead of being helpful, further complicates the process. For
example, one soldier was told by his unit commander that he did not need to report to his new
medical hold unit after receiving his ADME order. While this may have been welcome news at
the time, the soldier could have been considered absent without leave. Instead, the soldier
decided to follow his ADME order and reported to his assigned case manager at the installation.
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Lack of Clear Processes Contributed to Pay Gaps and Loss of Benefits

The Army lacks customer-friendly processes for injured and ill soldiers who are trying to extend
their active duty orders so that they can continue to receive medical care. Specifically, the Army
lacks clear criteria for approving ADME orders, which may require applicants to resubmit
paperwork multiple times before their application is approved. This, combined with inadequate
infrastructure for efficiently addressing the soldiers® needs, has resulted in significant processing
delays. Finally, while most of the installations we reviewed took extraordinary steps to keep
soldiers in pay status, these steps often involved overriding required internal controls in one or
more systems. In some cases, the stop gap measures ultimately caused additional financial
hardships for soldiers or put the Army at risk of significantly overpaying soldiers in the long run.

The Army Lacks Criteria for Approving ADME Orders

Although the Army Manpower Office issued procedural guidance in July of 2000 for ADME and
the Army Office of the Surgeon General issued a field operating guide in early 2003, neither
provides adequate criteria for what constitutes a complete ADME application package. The
procedural guidance lists the documents that must be submitted before an ADME application
package is approved; however, the criteria for what information is to be included in each
document are not specified. In the absence of clear criteria, officials at both Army Manpower
and the installations we visited blamed each other for the breakdowns and delays in the process.

For example, according to installation officials, the Army Manpower Office will not accept
ADME requests that contain documentation older than 30 days. However, because it often took
Army Manpower more than 30 days to process ADME applications, the documentation for some
applications expired before approving officials had the opportunity to review it. Consequently,
applications were rejected and soldiers had to start the process all over again. Although officials
at the Army Manpower Office denied these assertions, the office did not have policies or
procedures in place to ensure that installations were notified regarding the status of soldiers’
applications or clear criteria on the sufficiency of medical documentation. For example, one
soldier we interviewed at Fort Lewis had to resubmit his ADME applications three times over a
3-month period—each time not knowing whether the package was received and contained the
appropriate information. According to the soldier, weeks would go by before someone from
Fort Lewis was able to reach the Army Manpower Office to determine the status of his
application and when they did. He was told each time that he needed more current or more
detailed medical information. Consequently, it took over 3 months to process his orders, during
which time he fell off his active duty orders and missed 3 pay periods totaling nearly $4,000.

The Army Has Not Consistently Provided the
Infrastructure Needed 1o Support Injured and 11l Soldiers

The Army has not consistently provided the infrastructure needed—including convenient support
services—to accommodate the needs of soldiers trying to navigate their way through the ADME
process. This, combined with the lack of clear guidance discussed previously and the high
turnover of the personnel who are responsible for helping injured and ill solders through the
ADME process, has resulted in injured and ill soldiers carrying a disproportionate share of the
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burden for ensuring that they do not fall off their active duty orders. This has left many soldiers
disgruntled and feeling like they have had to fend for themselves. For example, one injured
soldier we interviewed whose original mobilization orders expired in January 2003 recalls
making over 40 trips to various sites at Fort Bragg during the month of January to complete his

ADME application.

Over time, the Army has begun to make some progress in addressing its infrastructure issues. At
the time of our visits, we found that some installations had added new living space or upgraded
existing space to house returning soldiers. For example, Walter Reed has contracted for
additional quarters off base for ambulatory soldiers to alleviate the overcrowding pressure, and
Fort Lewis had upgraded its barracks to include, among other things, wheelchair accessible
quarters. Also, installations have been adding additional case managers to handle their
workload. Case managers are responsible for both active and reserve component soldiers,
including injured and ill active duty soldiers, reserve component soldiers still on mobilization
orders, reserve component soldiers on ADME orders, and reserve component soldiers who have
inappropriately fallen off active duty orders. As of June 2004, according to the Army, it had 105
case managers, and maintained a soldier-to-case-manager-ratio of about 50-to-1 at 8 of the 10
locations we visited while conducting fieldwork. Finally, to the extent possible, several of the
sites we visited co-located administrative functions that soldiers would need—including
command and control functions, case management, ADME application packet preparation, and
medical treatment. They also made sure that Army administrative staff, familiar with the
paperwork requirements, filled out all the required paperwork for the soldier. Centralizing
document preparation reduces the risk of miscommunication between the soldier and unit
officials, case managers, and medical staff. It also seemed to reduce the frustration that soldiers
would feel when trying to prepare unfamiliar documents in an unfamiliar environment.

Ad Hoc Procedures to Keep Soldiers in Pay Status Circumvented

Key Internal Controls and Created Additional Problems for Soidiers

The financial hardships discussed previously that were experienced by some soldiers would have
been more widespread had individuals within the Army not taken it upon themselves to develop
ad hoc procedures to keep these soldiers in pay status. In fact, 7 of the 10 Army installations we
visited had created their own ad-hoc procedures or workarounds to (1) keep soldiers in pay status
and (2) provide soldiers with access to medical care when soldiers fell off active duty orders. In
many cases, the installations we visited made adjustments to a soldier’s pay records without
valid orders. While effectively keeping a soldier in pay status, this work-around circumvented
key internal controls—putting the Army at risk of making improper and potentially fraudulent
payments. In addition, because these soldiers are not on official active duty orders they are not
eligible to receive other benefits to which they are entitled, including health coverage for their
families. One installation we visited issued official orders locally to keep soldiers in pay status.
However, in doing so, they created a series of accounting problems that resulted in additional
pay problems for soldiers when the Army attempted to straighten out its accounting. Further
details on these ad hoc procedures are included in our related report.
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Nonintegrated Systems Contribute to Processing Delays

Manual processes and nonintegrated order writing, pay, personnel, and medical eligibility
systems also contribute to processing delays which affect the Army’s ability to update these
systems and ensure that soldiers on ADME orders are paid in an accurate and timely manner.
Overall, we found that the current stove-piped, nonintegrated systems were labor-intensive and
require extensive error-prone manuaj data entry and re-entry. Therefore, once Army Manpower
approves a soldier’s ADME application and the ADME order is issued, the ADME order does
not automatically update the systems that control a soldier’s access to pay and medical benefits.
In addition, as discussed previously, the Army’s ADME guidance does not address the
distribution of ADME orders or clearly define who is responsible for ensuring that the
appropriate pay, personnel, and medical eligibility systems are updated, so soldiers and their
families receive the pay and medical benefits to which they are entitied.  As a result, ADME
orders were sent to multiple individuals at multiple locations before finally reaching individuals
who have the access and authority to update the pay and benefits systems, which further delays

processing.

As shown in figure 2, once Army Manpower officials approve a soldier’s ADME application,
they e-mail a memorandum to HRC-St. Louis authorizing the ADME order. The Army
Personnel Center Orders and Resource System (AORS), which is used to write the order, does
not directly interface nor automatically update the personnel, pay, or medical eligibility systems.
Instead, once HRC-St. Louis cuts the ADME order it e-mails a copy of the order to nine different
individuals—four at the Army Manpower Office, four at the National Guard Bureau (NGB)
headquarters, and one at HRC in Alexandria Virginia—none of which are responsible for
updating the pay, personnel, or medical eligibility systems.

10
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Figure 2: Transaction Flow Between the Army’s Order Writing, Pay, Personnel, and Medical
Eligibility Systems.
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As shown in figure 2, Army Manpower, upon receipt of ADME orders, e-mails copies to the
soldier, the medical hold unit to which the soldier is attached, and the RMC. Again, none of
these organizations has access to the pay, personnel, or medical eligibility systems. Finally,
NGB officials e-mail copies of National Guard ADME orders to one of 54 state-level Army
National Guard personnel offices and HRC-Alexandria e-mails copies of Reserve ADME orders
to the Army Reserve’s regional personnel offices. HRC-Alexandria also sends all Reserve
orders to the medical hold unit at Walter Reed Army Hospital. When asked, the representative
at HRC-Alexandria who forwards the orders did not know why orders were sent to Walter Reed
when many of the soldiers on ADME orders were not attached or going to be attached to Walter
Reed. The medical hold unit at Walter Reed that received the orders did not know why they were
receiving them and told us that they filed them.

11
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At this point in the process, of the seven organizations that receive copies of ADME orders, only
two—the ANG personnel office and the Army Reserve personnel office—use the information to
initiate a pay or benefit-related transaction. Specificaily, the Guard and Reserve personnel
offices initiate a transaction that should ultimately update the Army’s medical eligibility system,
Defense Enrollment Eligibility Reporting System (DEERS). To do this, the Army National
Guard personnel office manually inputs a new active duty order end date into the Army National
Guard personnel system, Standard Installation Division Personnel Reporting System (SIDPERS).
In turn, the data from SIDPERS are batch processed into the Total Army Personnel Database-
Guard (TAPDB-G), and then batch processed to the Reserve Components Common Personnel
Data System (RCCPDS). The data from RCCPDS are then batch processed into DEERS—
updating the soldier’s active duty status and active duty order end-date. Once the new date is
posted to DEERS, soldiers and family members can get a new ID card at any DOD ID Card
issuance faci]ity.8 The Army Reserve finance office initiates a similar transaction by entering a
new active duty order end date into the Regional Level Application System (RLAS), which
updates Total Army Personnel Database-Reserve (TAPDB-R), RCCPDS, and DEERS through

the same batch process used by the Guard.

As discussed previously, the Army does not have an integrated pay and personnel system.
Therefore, information entered into the personnel system (TAPDB) is not automatically updated
in the Army’s pay system, Defense Joint Military Pay System-Reserve Component (DJMS-RC).
Instead, as shown in figure 2, after receiving a copy of the ADME orders from Army Manpower,
the medical hold unit and/or the soldier provide a hard copy of the orders to their local finance
office. Using the Active Army pay input system, Defense Military Pay Office system (DMO),
installation finance office personnel update DJMS-RC. Not only is this process vulnerable to
input errors, but it is time consuming and further delays the pay and benefits to which the soldier

is entitled.

The Army’s New Medical Retention Program Will Not
Solve All the Problems Associated with ADME

The Army’s new MRP program, which went into effect May 1, 2004, and takes the place of
ADME for soldiers returning from operations in support of the Global War on Terrorism, has
resolved many of the front-end processing delays experienced by soldiers applying for ADME
by simplifying the application process. In addition, unlike ADME, the personnel costs
associated with soldiers on MRP orders are appropriately linked to the contingency operation for
which they served, and, therefore, will more appropriately capture the costs related to the Global
War on Terrorism. While the front-end approval process appears to be operating more
efficiently than the ADME approval process, due to the fact that the first wave of 179-day MRP
orders did not expire until October 27, 2004, after we completed our work, we were unable to
assess how effectively the Army identified soldiers that required an additional 179 days of MRP
and whether those soldiers experienced pay problems or difficulty obtaining new MRP orders.
In addition, the Army has no way of knowing whether all soldiers that should be on MRP orders
are actually applying and getting into the system. Further, MRP has not resolved the underlying
management control problems that plagued ADME, and, in some respects, has worsened

® There are over 800 DOD card issuance facilities located in the U.S., many of which are ] d on Army
and with Army National Guard and Reserve units.

12
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problems associated with the Army’s lack of visibility over injured soldiers. Finally, because the
MRP program is designed such that soldiers may be treated and released from active duty before
their MRP orders expire, weaknesses in the Army’s processes for updating its pay system to
reflect an early release date have resulted in overpayments to soldiers.

According to Army officials at each of the 10 installations we visited, unlike ADME, they have
not experienced problems or delays in obtaining MRP orders for soldiers in their units. In fact
some installation officials have said that the process now takes 1 or 2 days instead of 1 or 2
months. Because there is no mechanism in place to track application processing times, we have
no way of substantiating these assertions. We are not aware of any soldier complaints regarding
the process, which were commonplace with ADME.

The MRP application and approval process, which rests with HRC — Alexandria, instead of the
Army Manpower Office, is a simplified version of the ADME process. As with ADME orders,
the soldier must request that this process be initiated and voluntarily request an extension of
active duty orders. Both the MRP and ADME request packets include the soldier’s request form,
a physician’s statement, and a copy of the soldier’s original mobilization orders. However, with
MRP, the physician’s statement need only state that the soldier needs to be treated for a service-
connected injury or illness and does not require detailed information about the diagnosis,
prognosis, and medical treatment plan as it does with ADME. As discussed previously,
assembling this documentation was one of the primary reasons ADME orders were not processed
in a timely manner. In addition, because all MRP orders are issued for 179 days, MRP has
alleviated some of the workload on officials who were processing AMDE orders and who were
helping soldiers prepare application packets by eliminating the need for a soldier to reapply
every 30, 60, or 90 days as was the case with ADME.

‘While MRP has expedited the application process, MRP guidance, like that of ADME, does not
address how soldiers who require MRP will be identified in a timely manner, how soldiers
requiring an additional 179 days of MRP will be identified in a timely manner, or how soldiers
and Army staff will be trained and educated about the new process. Further, because the Army
does not maintain reliable data on the current status and disposition of injured soldiers, we could
pot test or determine whether all soldiers that should be on MRP orders are actually applying and
getting into the system. In addition, because MRP authorizes 179 days of pay and benefits
regardless of the severity of the injury, the Army faces a new challenge—to ensure that soldiers
are promptly released from active duty or placed in a medical evaluation board process upon
completion of medical care or treatment and avoid needlessly retaining and paying these soldiers
for the full 179 days. However, MRP guidance does not address how the Army will provide
reasonable assurance that upon completion of medical care or treatment soldiers are promptly
released from active duty or placed in a medical evaluation board process.

MRP has also contributed to the Army’s difficulty maintaining visibility over injured reserve
component soldiers. Although the Army’s MRP implementation guidance requires that
installations provide a weekly report to HRC-Alexandria that includes the name, rank, and
component of each soldier currently on MRP orders, according to HRC officials, they are not
consistently receiving these reports. Consequently, the Army cannot say with certainty how
many soldiers are currently on MRP orders, how many have been retumned to active duty, or how

13
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many soldiers have been released from active duty before their 179-day MRP orders expired.
As discussed previously, if the Army used and appropriately updated the agency’s medical
tracking system (MODS), the system could provide some visibility over injured and ill active
and reserve component soldiers——including soldiers on ADME or MRP orders. However, the
Army MRP implementation guidance is silent on the use of MODS and does not define
responsibilities for updating the system. According to officials at HRC-Alexandria, they do not
update MODS or any other database when they issue MRP orders. They alse acknowledged that
the 1,800 soldiers reflected as being on MRP orders in MODS, as of September 2004, was
probably understated given that, between May 2004 and September 2004, HRC-Alexandria
processed approximately 3,300 MRP orders. Further, as was the case with ADME, 8 of the 10
installations we visited did not routinely use or update MODS but instead maintained their own
local tracking systems to monitor soldjers on MRP orders.

Not surprisingly, the Army does not know how many soldiers have been released from active
duty before their 179-day MRP orders had expired. This is important because our previous work
has shown that weaknesses in the Army’s process for releasing soldiers from active duty and
stopping the related pay before their orders have expired—in this case before their 179 days is
up—often resulted in overpayments to soldiers. According to HRC-Alexandria officials, as of
October 2004, a total of 51 soldiers had been released from active duty before their 179-day
MRP orders expired. At the same time, Fort Knox, one of the few installations that tracked
these data, reported it had released 81 soldiers from active duty who were previously on MRP
orders—none of whom were included in the list of 51 soldiers provided by HRC-Alexandria.
Concemed that some of these soldiers may have inappropriately continued to receive pay after
they were released from active duty, we verified each soldier’s pay status in DJMS-RC and
found that 15 soldiers were improperly paid past their release date—totaling approximately

$62,000.

Actions To Improve the Accuracy, Timeliness,

and Availability of Entitled Pay and Benefits

A complete and lasting solution to the pay problems and overall poor treatment of injured
soldiers that we identified will require that the Army address the underlying problems associated
with its all-around control environment for managing and treating reserve component soldiers
with service-connected injuries or illnesses and deficiencies related to its automated systems.
Accordingly, in our related report (GAO-05-125) we made 20 recommendations to the Secretary
of the Army for immediate action to address weaknesses we identified including (1) establishing
comprehensive policies and procedures, (2) providing adequate infrastructure and resources, and
(3) making process improvements to compensate for inadequate, stovepiped systems. We also
made 2 recommendations, as part of longer term system improvement initiatives, to integrate the
Army’s order writing, pay, personnel, and medical eligibility systems. In its written response to
our recommendations, DOD briefly described its completed, ongoing, and planned actions for
each of our 22 recommendations.

14
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Concluding Comments

The recent mobilization and deployment of Army National Guard and Reserve soldiers in
connection with the Global War on Terrorism is the largest activation of reserve component
troops since World War 1. As such, in recent years, the Army’s ability to take care of these
soldiers when they are injured or ill has not been tested to the degree that it is being tested now.
Unfortunately, the Army was not prepared for this challenge and the brave soldiers fighting to
defend our nation have paid the price. The personal toll this had on these soldiers and their
families cannot be readily measured. But clearly, the hardships they have endured are
unacceptable given the substantial sacrifices they have made and the injuries they have sustained.
While the Army’s new streamlined medical retention application process has improved the front-
end approval process, it also has many of the same limitations as ADME. To its credit, in
response to the recommendations included in our companion report, DOD has outlined some
actions already taken, others that are underway, and further planned actions to address the
weaknesses we identified
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Chairman ToMm DAvis. Thank you very much.
General Byrne, thank you for being with us today.

STATEMENT OF BRIGADIER GENERAL RAYMOND C. BYRNE,
JR.

General BYRNE. Mr. Chairman, members of the committee, I
would like to thank the Committee on Government Reform for the
opportunity to speak today.

Over 3,000 Oregon soldiers have served their country as part of
the Operation Iraqi Freedom and Operation Enduring Freedom.
These citizen soldiers have served bravely with the expectation of
returning to home, family, and employer. Currently, over 100 of
them have paid a much larger price through injury or illness, and
10 have made the ultimate sacrifice in the service of their Nation.

I am currently serving as the Acting Adjutant General of Oregon
and work directly for the Governor of the State of Oregon, the Hon-
orable Ted Kulongoski. This point is important because it high-
lights where my loyalty and duty reside: to the Governor and the
soldiers and airmen of the Oregon National Guard.

Additionally, I have been questioned by some individuals as to
my interest in Oregon National Guard soldiers currently in Title
10, active duty status. I have been told they are no concern of
mine. The answer I give is that Oregon National Guard is a force
provider and has a duty to ensure that the soldiers and airmen on
active duty are well taken care of. Their employers, families,
friends at “Fort Oregon” all have an interest in their care and well-
being. All my soldiers and airmen will come home to Oregon one
way or another.

In visiting my soldiers who have returned wounded or injured,
I have a few observations which I would like to share with this
committee.

First, I applaud the community based health care organizations
[CBHCO], which is the single greatest improvement in care for Re-
serve Component soldiers I have seen in my military career. For
the first time we have placed the needs of the soldiers and the Re-
serve Component on par with the active duty soldiers. This pro-
gram is critical and should be supported, continued, and, in fact,
expanded to allow soldiers to return home, yet receive the care they
need and deserve.

Second, we must look at the administrative processes that hold
up wounded or injured soldiers at power projection platforms. The
soldier whose medical decisionmaking process is complete, a deter-
mination has been made, should never have to wait up to 30 days
for an order releasing him or her from active duty.

Third, we must provide advocacy for Reserve Component soldiers
in helping them through a foreign and often frightening process of
determining disability. The Army Medical Department provides
first-class care on par with any health care organization in the Na-
tion, but our Reserve Component soldiers are accustomed to a far
different system, a much more consumer friendly system with
choices, especially when it comes to getting second opinions on pro-
cedures that may provide to be life-changing, and the feeling on
their part that your health care provider works for you. We need
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advocates other than the Inspector General for our Reserve Compo-
nent soldiers who can break down the perceived and real barriers.

The reality many of our soldiers are faced with after a wound or
injury is that they may not be able to return to their civilian occu-
pation, and the financial support that is available through the dis-
ability ratings determination may be inadequate to sustain them
and their families while they are in the retraining environment.

Their lives and the lives of their families are forever changed.
Soldiers that go through the MEB process and are discharged with
0 percent disability receive no disability payment, cannot join a Re-
serve unit, and in some cases may not be able to return to their
previous job.

It is the experience of one VA counselor I talked to in Oregon
that it is not uncommon for VA to double the disability rating re-
ceived by service members going through the MEB/PEB process.

The stress and turmoil a Reserve Component soldier faces not
knowing if they will be able to support their family or return to
their jobs is a clear impediment to the healing process. We must
do a much better job of bridging the gap from AC to RC or to VA
when our soldiers are injured or wounded.

Finally, we need to help heal the hidden wounds of post trau-
matic stress disorder [PTSD], and post deployment readjustment.
A recent New England Journal of Medicine study on four battalions
of active duty soldiers and Marines provides a valuable insight into
future problems and issues. Again, this study was done on active
duty personnel, and I would urge a study be conducted on Reserve
Component personnel who face far different circumstances as they
return to their communities and not active duty posts that contain
services and support not found in many remote areas of Oregon.

I have with me today Colonel Doug Eliason, senior medical offi-
cer of Oregon and a family practice physician in Salem, OR.

Thank you for your time and your support.

[The prepared statement of Brigadier General Byrne follows:]
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STATEMENT OF
ACTING STATE ADJUTANT GENERAL RAYMOND C. BYRNE, JR. OF OREGON

BEFORE THE
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U. S. HOUSE OF REPRESENTATIVES

FEBRUARY 17, 2005

I would like to thank the Committee on Government Reform for the opportunity to speak
today. Over three thousand Oregon soldiers have served their country as part of Operation Iraqi
Freedom and Operation Enduring Freedom. These citizen-soldiers have served bravely with the
expectation of returning to home, family and employer. Currently, over one hundred of them
have paid a larger price through injury or illness and ten have made the ultimate sacrifice in their

service to their nation.

1 am currently serving as the Acting Adjutant General, Oregon, and work directly for the
Governor of the State of Oregon, the Honorable Theodore R. Kulongoski. This peint is
important because it highlights where my loyalties and duty reside, to the Governor and Soldiers
and Airmen of the Oregon National Guard. Additionally, I have been questioned by some
individuals as to my interest in Oregon National Guard soldiers currently in Title 10, active duty
status. Ihave been told that they are no concern of yours. The answer I give is that the Oregon
National Guard, as a force provider, has a duty to insure that the Soldiers and Airmen on active
duty are well taken care of. Their employers, families and friends at “Fort Oregon” all have an
interest in their care and well being. All my Soldiers and Airmen will come home to Oregon one

way or another.
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In visiting my soldiers who have returned wounded or injured, I have a few observations I
would like to share with the committee. First, I applaud the Community Based Healthcare
Organizations, CBHCO, which is single greatest improvement in care for Reserve Component
(RC) soldiers I have seen in my military career. For the first time we have placed the needs of
soldiers in the Reserve Component on par with the Active Duty Soldiers. This program is
critical and should be supported, continued, and in fact, expanded to allow my soldiers to return

home and receive the care they need and deserve.

Second, we must look at the administrative process that holds up wounded or injured
soldiers at Power Projection Platforms (PPPs). A soldier whose medical decision making
process is complete, a determination has been made, should never have to wait up to thirty days

for an order releasing him or her from active duty.

Third, we must provide advocacy for RC soldiers in helping them through a foreign and
often frightening process of determining disability. The Army Medical Department provides
first-class care equal to any healthcare organization in the nation, but our RC soldiers are
accustomed to a far different system, a much more consumer friendly system with choices,
especially, when it comes to getting second opinions on procedures that may prove to be life-
changing and the feeling on their part that your healthcare provider works for you. We need
advocates, other than the Inspector General, for our RC soldiers who can break down the
perceived and real barriers. The reality many of our soldiers are faced with after a wound or
injury is that they may not be able to return to their civilian occupation and the financial support
that is available through the disability ratings detenmination may be inadequate to sustain them
and their families while they are in the retraining environment. Their lives and the lives of their
families are forever changed. Soldiers that go through the MEB/Process and are discharged with
0% disability receive no disability payment, cannot join a reserve unit, and in some cases may not
be able to retum to their previous job. It is the experience of one VA counselor I talked to in
Oregon that it is not uncommon for VA to double the disability rating received by service

members going through the MEB/PEB process. The stress and turmoil an RC soldier faces, not
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knowing if they will be able to support their family, or return to their job is a clear impediment to
the healing process. We must do a much better job of bridging the gap from AC to RCor to VA

when our soldiers are injured or wounded.

Finally we need to help heal the “hidden wounds” of Post-Traumatic Stress Disorder, and
post deployment re-adjustment. A recent New England Journal of Medicine Study on four
battalions of Active Duty Soldiers and Marines provides valuable insight into future problems
and issues. Again, this study was done on Active Duty personnel and I urge a study to be
conducted on Reserve Component personnel who face far different circumstances as they return
to their communities and not active duty posts that contain services and support not found in

many remote areas of Oregon.

Thank you for your time and your support.

Sincerely,

N

Encl (3) Raymond C. Byrne, Jr.
Brigadier General
Acting Adjutant General
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ENCLOSURE 1

INFORMATION PAPER

PURPOSE: To detail the current number of Oregon National Guard in a medical hold status,

1. The attached spreadsheet is a breakdown of Oregon National Guard soldiers currently in a medical hold status.

2. The spreadsheet is broken down by the soldiers rank, unit, current location, date they started in a medical hold
status, and the number of days currently in the system.

3. It is summarized by showing the total number of soldiers at specific locations and grouped by the number soldiers
in a medical hold status by length of stay.

4. Soldiers names and social security numbers have been withheld for privacy.

5. Point of contact for this information is COL Charles Yriarte, Deputy Chief of Staff, Personnel, (503) 584-3677,

Encl
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Oregon National Guard

Medical Hold Status

as of 17 February 2005
b T e e e s s
Name Withheld SGT | A2162nd | INROUTETOLANDSTUHL | i1-Feb-05 6
Name Withheld SGT | C2/162nd | 654th ASG FORT LEWIS | 9-Feb-05 8
Name Withheld SPC_| C2/162nd | 654th ASG FORT LEWIS| 8-Feb-05 9
Name Withheld PFC_ | 2/162nd IN IN ROUTE TO FT LEWIS 7-Feb-05 10
Name Withheld SPC_ | 2/162nd IN ~FORT HOOL} _4-Feb-05 13
Name Withheld SPC_ | 2/162ndIN 3-Feb-05 14
Narne Withheld PFC 37116 FORT SAM HOUSTON| 31-Jan-05 17
Name Withheld SSG_ | 2/162ndIN_ |654th ASGrorrrnr-FORT LEWI§ 31-Jan-05 17
Name Withheld SFC G 82CAV FORT BLISS 20-Jan-05
Name Withheld $5G B3/116 FORT BLISS 10-Jan-05
Name Withheld PFC_| HHC3/116 FORT BLISS 21-Dec-04
[Name Withheld SPC G 82CAV FORT BLISS 10-Dec-04
Name Withheld LT G 82CAV FORT BLISS 3-Dec-04
Name Withheld SPC_ | HHC3/116 |  MEDHOLD-———BAMC 1-Dec-04
Name Withheld SGT G 82CAV CA-CBHCO 29-Nov-04
Name Withheld SGT B3/116 CA-CBHCO 17-Nov-04
Name Withheld SGT TROOP F CA-CBHCO 10-Nov-04
Name Withheld SPC TROOPF | CACBHCO 8-Nov-04
Name Withheld SPC_| ACO2/162 CA-CBHCO 14-Oct-04
Name Withheld PV2 | 2/1620d TN | 654th ASGrrorromeoneov FORT LEWI§ _12-Oct-04
Name Withheld S5G B3/116 CA-CBHCO 12:0ct-04
Name Withheld SGT TFHQ CA-CBHCO 13-Oct-04
Name Withheld SPC G/82CAV_| FORTBLISS 1-Oct-04
Narme Withheld SPC_| CccCO2i162 CA-CBHCO | 1-0ct-04
Narne Withheld SGT | D-182CAV CA-CBHCO 1-Oct-04
Name Withheld PV2 | 2/162nd IN CA-CBHCO 1-Oct-04
Name Withheld SPC_ | 2/1620d IN | 654th ASGorrrrs FORT LEWIS| 21-Sep-04
Name Withheld _SGT 1/162 CA-CBHCO 17-Sep-04
Name Withheld CW2 | HHC2/162 CA-CBHCO 15-Sep-04
Name Withheld SPC G 82CAV CA-CBHCO 24-Sep-04
'Name Withbeld SPC_| BCO3/116 CA-CBHCO 24-Sep-04
Name Withheld | SSG | HHC2/162 CA-CBHCO 8-Sep-04
Name Withheld PFC 2/162nd IN__16 25-Aug-04
[Name Withheld SGT 82CAV 30-Aug-04
Neme Withheld SPC | 2/16zndIN | __CA-CBHCO 30-Aug-04
Name Withheld SGT | CCO2/i62 CA-CBHCO 25-Aug-04
NameWithheld | SPC B2/162 CA-CBHCO 25-Aug-04 o
Name Withheld SSG_| BCO2/162 CA-CBHCO 24-Aug-04
Name Withheld CPT__HHC 2/162(rear CA-CBHCO 23-Aug-04
Name Withheld SGT 1249TH CA-CBHCO 22-Sep-04
Name Withheld SPC D1-186 CA-CBHCO 11-Aug-04
Name Withheld 2LT | BY162 CA-CBHCO 20-Sep-04
Name Withheld SPC_ | 2/1620d IN CA-CBHCO 20-Aug-04
Name Withheld §SG | ccoziez CA-CBHCO 19-Aug 04
Name Withheld SGT | ACO /186 CA-CBHCO 13-Aug-04
Narme Withheld SGT HHC 2/162 CA-CBHCO 2-Aug-04
Name Withheld SGT | BCO2162 CA-CBHCO 2-Aug-04
Name Withheld SPC_ | HHC 37116 CA-CBHCO 27-Jul-04
Name Withheld CPT 1249 EN | 634th ASG-. FORT LEWIS| 18-May-04 T
Name Withheld PVZ | 2/162nd IN 4th ASC FORT LEWIS| 14-May-04
Name Withheld SPC_ | BCO3/116 CA-CBHCO 19-Jul-04_ |
Name Withheld SPC_ | HHC2/162 CA-CBHCO 17-Jun-04
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Oregon National Guard
Medical Hold Status

as of 17 February 2005
Name Withheld S8G BCO2/162 CA-CBHCO 23-Jun-04 238
Name Withheld SGT B52 CA-CBHCO | 2-Jun04 | 239
Name Withheld SPC HHC 2/162 CA-CBHCO 1-Jun-04 242
Name Withheld SPC HHC 2/162 CA-CBHCO 10-Fun-04 251
Name Withheld SpPC 2/146 FA BN CA-CBHCO 8-Jun-04 | 253
Name Withheld SGT | ACo1249TH | CA-CBHCO 30-Apr-04 | 263
Name Withheld . SPC 1/1620d IN | 654th ASG--enrmmovens] FORT LEWIS| 19-Apr-04 274
Name Withheld SPC 1249TH CA-CBHCO 19-Apr-04 274
Name Withheld 88G 1/1620d IN | 654th ASGeur=nevavenac FORT LEWIS| 15-Apr-04 278
Name Withheld SSG_| 2/218TH  |WALTER REED-—--WASH. D.C.| 4-Apr-04 | 289
|Name Withheld Cw4 641st ---FORT BRAGG _1-Apr-04 292
Name Withheld SGT CCo 1162 CA-CBHCO 21-Feb-04 361
Name Withheld SFC B52 CA-CBHCO 20-Feb-04 363
Name Withheld SPC | HHC2162 | CA-CBHCO 9Feb-04 | 373 | |
Name Withbeld SPC_| BCO162 ~ CA-CBHCO 4Feb04 | 378
Name Withheld PFC G 82CAV FORT BLISS 28-Jan-04 384
Name Withheld SPC | 2/L/151 AVN | 654th ASGemrasermvane FORT LEWIS| 3-Jan-04 409
Name Withheld SPC [ BCO 2162 CA-CBHCO 6-0ct03 | 496 | |
Name Withheld . SPC 2/162nd IN | REMOTE CARE----—-PORTLAND
Name Withheld SPC | 2/162nd IN ----FORT LEWIS
Name Withheld SrC 2/162nd IN SOLDIER AT HOME
Name Withheld SPC_ | 2/1620d IN_[654th ASGem-romeene —FORT LEWIS
Name Withheld SPC_| HHC3MI6 FORT BLISS DR
[Name Withheld | spc_ | TROOPF FORT BLISS
Name Withheld SGT G/ 82CAV FORT BLISS
FT BRAGG i 1-198 17
|  FTBLISS 13 1 100-199 30 N
FT HOOD 2 200-299 16
FT LEWIS 17 300-399 5
CBHCO 43 400-499 2
WALT.REED 2 No accurate start date 7
- OTHER 2 Soldiers in Special Facilities 7
LANDSTUHL 3 ~
FT SAM x I
!
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ABSTRACT

BACKGROUND

The current combatop inIraqand Afgl haveinvolved U.S. military per-
sonnel in major ground combat and hazardous security duty. Studies are needed to sys-
tematically assess the mental health of members of the armed services who have partic-
ipated in these operations and to inform policy with regard to the optimal delivery of
mental health care to returning veterans.

L

METHODS

We studied members of four U.S. combat infantry units (three Army units and one Ma-
rine Corps unit) using an anonymous survey that was administered to the subjects ei-
ther before their deployment to Iraq (n1=2530) or three to four months after their return
from combat duty in Iraq or Afghanistan (n=3671). The outcomes included major de-
pression, generalized anxiety, and post-traumatic stress disorder (PTSD), which were
evaluated on the basis of standardized, self-adminit d ing instr

RESULTS

Expostire to combat was significantly greater arong those who were deployed to Iraq
than among those deployed to Afgh in. The p e of study subjects whose re-
sponses met the screening criteria for major depression, generalized anxiety, or PISD
was significantly higher after duty in Iraq (15.6 t0 17.1 percent) than after duty in Afghan-
istan (11.2 percent) or before deployment to Iraq (9.3 percent); the largest difference was
in the rate of FISD. Of those whose responses were positive for a mental disorder, only
23 1040 percent sought mental health care. Those whose responses were positive fora
mental disorder were twice as likely as those whose responses were negative to report
concern about possible stigmatization and other barriers to seeking mental health care.

CONCLUSIONS
This stady provides an initial Jook at the mental health of members of the Army and the
Marine Corps who were involved in combat operations in Iraq and Afghanistan. Our
findings indicate that among the study groups there was a significant risk of mental
health problems and that the subjects reported important barriers to receiving mental
health sewvices, particularly the percepion of stigma among those most in need of
such care.

N ENGL § MED 33113 WWW.NEJM.ORC  JULY ), 2004
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Iraq and Afghanistan, which have involved

the first sustained ground combat under-
taken by the United States since the war in Vietnam,
raise important questions about the effectof the ex-
perience on the mental health of members of the
military services who have been deployed there. Re-
search conducted after other military conflicts has

T‘t HE RECENT MILITARY OPERATIONS IN

istan. We identified the proportion of service mem-
bers with mental health concerns who were not
receiving care and the barriers they perceived to ac-
cessing and receiving such care.

METHODS

STUDY GROUPS
We ized data from the first, cross-section-

shown that depl and exp to
combatresultin considerable risks of mental health
problems, including post-traumatic stress disor-
der (PISD), major depression, substance abuse,
impairment in social functioning and in the ability
towork, and the increased use of health eare servie-
es.°8 One study that was conducted just before the

al phase of a longitudinal study of the effect of com-
bat on the mental health of the soldiers and Marines
deployed in Operation Iraqi Freedom and in Opera-
tion Enduring Freedom int Afghanistan, Three com-
parable U.S. Army units were studied with the use
of an ymous survey admini d either be-
fore deployment to Iraq or after their rerurn from

military operations in Iraq and Afgt be-
gan found that atleast 6 percent of all U.S. military
service members on active duty receive weatment
for a mental disorder each year.” Given the ongo-
ing military operations in Irag and Afghanistan,
mental disorders are likely to remain an important
health care concern among those serving there.

Many gaps exist in the understanding of the full
psychosocial effect of combat. The all-volunteer
force deployed to Iraq and Afghanistan and the type
of warfare conducted in these regions are very dif-
ferent from those involved in pastwars, differences
that highlight the need for studics of members of
the armed services who are involved in the current
operations. Most studies that have examined the
effects of combat on mental health were conducted
among veterans years after their military service
had ended.*® A problem in the methods of such
studies is the long recall period after exposure to
combat.!® Very few studies have examined a broad
range of mental health outcomes near to the time
of subjects’ deployment.

Little of the existing research is useful in guiding
pelicy with regard to how best to promote access to
and the delivery of inental health care to members
of the armed services. Although screening for men-
tal health problems is now routine both before and
after deployment?? and is encouraged in primary
care settings,’? we are not aware of any studies that
have assessed the use of mental health care, the
perceived need for such care, and the perceived bar-
riers to treatment among members of the military
services before or after combat deployment.

We studied the prevalence of mental health prob-
lems among members of the U.S, armed services
who were recruited from comparable combat units
before or after their deployment to Iraq or Afghan-

Iraq or Afghanistan. Although no data from before
deployment were available for the Marines in the
study, data were collected from a Marine Corps unit
after its return from Iraq that provided a basis for
comparison with data obtained fiom Army sol-
diers after their return from Trag.

The study groups included 2530 soldiers froman
Army infantry brigade of the 82nd Airborne Divi-
sion, whose responses to the survey were obtained
in January 2003, one week before a year-long de-
ployment to Iraq; 1962 soldiers from an Army in-
fantry brigade of the 82nd Airborne Division, whose
responses were obtained in March 2003, after the
soldiers’ return from a six-month deployment to Af-
ghanistan; 894 soldiers from an Army infantry bri-
gade of the 3rd Infantry Division, whose responses
were obtained in December 2003, after their return
from an eight-month deployment to Iraq; and 815
Marines from two battalions under the command
of the 1st Marine Expeditionary Force, whose re-
sponses were obtained in October or November
2003, after a six-month deployment to Iraq, The 3rd
Infantry Division and the Marine battalions had
spearheaded early ground-combat operations in
Iraq, in March through May 2003. All the units
whose members responded to the survey were also
involved in hazardous secutity duties. The question-
naires administered to soldiers and Marines after
deployment to Iraq or Afghanistan were adminis-
tered three to four months after their renym to the
United States. This interval allowed time in which
the soldiers completed leave, made the transition
back to garrison work duties, and had the opportu-
nity to seek medical or mental health treatment, if
needed.

NENGL ] MED 3531 WWW.NE[M.ORG  JULY I, 2004
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RECRUITMENT AND REPRESENTATIVENESS

OF THE SAMPLE

Unit leaders assembled the soldiers and Marines
near their workplaces at convenient times, and the
study investigators then gave a short recruitment
briefing and obtained written informed consent on
forms that included statements about the purpose
of the survey, the voluntary nature of participation,
and the methods used to ensure participants’ ano-
nymity. Overall, 58 percent of the soldiers and Ma-
tines from the selected units were available to at-
tend the recruitment briefings (79 percent of the
soldiers before deployment, 58 percent of the sol-
diers after deployment in Opetation Enduring Free-
dom in Afghanistan, 34 percent of the soldiers af-
ter deployment in Operation Iragi Freedom, and 65
percent of the Marines after deployment in Opera-
tion Iragi Freedom), Most of those who did not at-
tend the briefings were not available because of
their rigorous work and training schedules (e.g.,
night training and post security).

A resp was defined as pletion of any
part of the survey. The response rate among the
soldiers and Marines who were briefed was 98 per-
cent for the four samples combined. The rates of
missing values for individual items in the survey
were generally less than 15 percent; 2 percent of
participants did not complete the PTSD measures,
S percent did notcomplete the depression and anx-
iety measures, and 7 to 8 percent did not complete
the items related to the use of alcohol. The high re-
sponse rate was probably owing to the anonymous
nature of the survey and to the fact that participants
were given time by their units to complete the 45-
minute survey. The study was conducted under a
protocel approved by the institutional review board
of the Walter Reed Army Institute of Research.

‘To assess whether or not our sample was repre-
sentative, we compared the demographic character-
istics of respondents with those of all active-duty
Army and Marine personnel deployed to Operation
Iraqi Freedom and Operation Enduring Freedom,
using the Defense Medical Surveilfance System. 3

SURVEY AND MENTAL HEALTH OUTCOMES
The study outcomes were focused on current symp-
toms {i.e., those occurring in the past month) of a
majordep disorder, a g lized anxiety dis-
order, and PTSD, We used two case definitions for
each disorder, a broad screening definition that fol-
fowed current psychiatric diagnostic criteria®* but
did not include criteria for functional impairment

or for severity, and a strict (conservative) screening
definition that required a self-report of substantial
functional impairment or a large number of symp-
toms, Major depression and generalized anxiety
were measured with the use of the patient health
questionnaire developed by Spitzer et al.1517 For
the strict definition to be met, there also had tw be
evidence of impairment in work, at home, ot in in-
terpersonal functioning that was categorized as at
the “very difficult” level as measured by the patient
health quest ire. The lized anxiety mea-
sure was modified slightly 10 avoid redundancy;
items that pertained to concentration, fatigue, and
sleep disturbance were drawn from the depression
measure.

The presence or absence of PTSD was evaluated
with the use of the 17-item National Center for
PTSD Checklist of the Department of Veterans Af-
fairs, 818,19 Symptoms were related to any stress-
ful experience (in the wording of the “specific
stressor” version of the checklist), so that the out-
come would be independent of predictors (i.e., be-
fore or after deployment). Results were scored as
positive if subjects reported at least one intrusion
symptom, three avoidance symptoms, and two hy-
perarousal symptoms?4 that were categorized as at
the modetate level, according to the PTSD check-
list. For the strict definition to be met, the total
score also had to be atleast 50 on a scale 0f 17 to 85
(witha higher number indicating a greater numt
of symptoms or greater severity), which is a well-
established cutoff.48:28.19 Misuse of alcohol was
measured with the use ofa two-question screening
instrument.®®

In addition to these measures, on the sutvey
participants were asked whether they were current-
ly experiencing stress, emotional problems, prob-
lems related to the use of alcoho!, or family prob-
lems and, if so, whether the level of these problems
was mild, moderate, or severe; the participants were
then asked whether they wete interested in receiv-
ing help for these problems. Subjects were also
asked about their use of professional mental health
services in the past month or the pastyear and about
perceived barriers to mental health trearment, par-
ticularly stigmatization as a result of receiving such
treatment.?! Combat experiences were modified
from previous scales.??

QUALITY-CONTROL PROCEDURES AND ANALYSIS
Responses to the survey were scanned with the
use of ScanTools software (Pearson NCS). Quality-

N ENGL ) MED 3511 WWW.NEJM.ORG  JULY 1, 2004
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control procedures identified scanning errors in
no more than 0.38 percent of the fields (range,
0.01 to 0.38 percent). SPSS software (version 12.0)
was used to conduct the analyses, including mul-
tiple logistic regression that was used to control
for differences in demographic characteristics of
members of study groups before and after deploy-
menL23,24

RESULTS

The demographic characteristics of participants
from the three Army units were similar. The Ma-
rines in the smdy were somewhat younger than the
soldiers in the study and less likely to be married.
The demographic characteristics of all the partici-
pants in the survey samples were very similar to
those of the general, deployed, active-duty infantry
population, except that officers were undersam-
pled, which resulted in slightly lower age and rank
distributions (Table 1). Data for the reference pop-
ulations were obrained from the Defense Medical
Surveillance System with the use of available rosters
of Army and Marine personnel deployed to Iraq or
Afghanistan in 2003 (Table 1).

Among the 1709 soldiers and Marines who had
returned from Iraq the reported rates of combat ex-
periences and frequency of contact with the enemy
were much higher than those reported by soldiers
who had retumned from Afghanistan (Table 2).
Only 31 percent of soldiers deployed to Afghanistan

mained significant after control for demographic
factors with the use of multiple logistic regression
{Table3). When the prevalence rates forany mental
disorder were adjusted to match the distribution of
officers and enlisted personnel in the reference pop-
ulations, the result was less than a 10 percent de-
crease {range, 3.5 to 9.4 percent) in the rates shown
in Table 3 according to both the broad and the strict
definitions (data not shown).

For all groups responding after deployment,
there was a strong reported relation between com-
bat experiences, such as being shot at, handling
dead bodies, knowing someone who was killed, or
killing enemy ¢ , and the p of
PTSD. For example, among soldiers and Marines
who had been deployed to Irag, the prevalence of
PTSD (according to the strict definition) increased
inalinear manner with the number of firefights dur-
ing deployment: 4.5 percent for no firefights, 9.3
percent for one to two firefights, 12.7 percent for
three to five firefights, and 19.3 percent for more
than five firefights (chi-square for linear tend,
49.44; P<0.001). Rates for those who had been de-
ployed to Afghanistan were 4.5 percent, 8.2 percent,
8.3 percent, and 18.9 percent, respectively (chi-
square for linear trend, 31.35; P<0.001). The per-
centage of participants who had been deployed to
Irag who reported being wounded or injured was
11.6 percent as compared with only 4.6 percent for
those who had been deployed to Afghanistan. The
rates of PTSD were significantly associated with hav-

teported having engaged in a firefight, as d
with 71 to 86 percent of soldiers and Marines who
had been deployed to Iraq. Among those who had

ing been ded or injured (odds ratio for those
deployed tolrag, 3.27; 95 percent confidence inter-
val, 2.28 0 4.67; odds ratio for those deployed to

been in a firefight, the median ber of firefights
during deployment was 2 (interquartile range, 1 to
3yamong those in Afghanistan, as compared with
5 {interquartile range, 2 to 13; P<0.001 by analysis
of variance) among soldiers deployed to Iraq and
5 (interquartile range, 3 to 10; P<0.001 by analysis
of variance) among Marines deployed to Iraq.
Soldiers and Marines who had returned from
Iraq were significantly more likely to report that they
were currently experiencing a mental health prob-
lem, to express interest in receiving heip, and to
use mental health services than were soldiers re-
rurning from Afghanistan or those sutveyed before
deployment (Table 3). Rates of PTSD were signifi-
cantly higher after combat duty in Iraq than before
deployment, with similar odds ratios for the Army
and Marine samples (Table 3), Significant associa-
tions were observed for major depression and the
misuse of alcohol. Most of these associations re-

Afgh 2.49; 95 percent confidence interval,
1.35t04.40).

Of those whose responses met the screening cri-
teria for a mental disorder according to the strict
case definition, only 38 to 45 percent indicated an
interest in receiving help, and only 23 to 40 percent
reported having received professional help in the
past year (Table 4). Those whose responses met
these screening criteria were generally about two
times as likely as those whose responses did not to
report concern about being stigmatized and about
other barriers to accessing and receiving mental
health services (Table 5).

DISCUSSION

We investigated mental health outcomes among
soldiers and Marines who had taken part in the
ground-combat operations in Iraq and Afghani-

N ENGL ] MED 3511 WWW.NEJM.ORG  JULY 1, 2004



66

MENTAL HEALTH PROBLEMS AND COMBAT DUTY

Table 1. Dernographic Characteristics of Study Groups of Soldiers and Marines as Compared with Reference Groups.”
Army
Reference
Marine Group
Characteristic Army Study Groups Study Group  {N=61,742}
Before Depls After Depk After Depl After Deploy
o lraq to Afghanistan to fraq toraq
(N=2530) (N=1962) (N=334) (N=815)
number (percent)
Age
18-24yr 1647 (66) 1226 (63) 528 (59) 652 (80) 32,840 (53)
25-29yr 495 (20) 387 (20} 206 23} 114 (14 13,737 {22}
30-39yr 336 (13) 316 (18} 147 (16) 41 (5 12,960 (21)
40 yr or older 341 28(1) 133 4{1) 2,205 (4}
Sex
Male 2489 (39) 1934 (99) 875 (98} 815 100} 61,201 (99)
Femnale 26 (1) 23 (1) 14(2) S41 (1)
Race or ethnic gioup
White 1749 70} 1339 (69) 531 (60) 544.(68) 44,365 (72)
Black 208 (8} 198 (10) 185 21) 517 7.904 (13}
Hispanic 331 (13) 254 (13) 102 (12) 141 (18 6,140 {10}
Other 195 {8) 141N 67 (8) 63 (8) 3,262 {5)
Education
High-school graduite or less 1955 (78} 1514 (78) 726 {82) 728 {89 48,561 {79)
Some coflege or ather 202 (8) 153 (8) 73 (8) 29 {4 3,260 (5}
College graduate 339 (14) 277 14 35 {10) 54(7) 2,838 {14)
Militaty grade
Eplisted personnett
EI-E4 1585 (63) 1170 {60} 613 (69) 801 (84) 33,823 (35)
£5-E6 614 (24) 524 (27) 228 {26} 77(11) 14,813 (24)
E7-E9 116 (5} 91 (5) 23(3) 3 Q1) 3,819 (6)
Officer 200 (8} 168 {8} 30(3) 26 (4} 9,287 {15}
Marital status
Single 1142 (50} 508 (52} 355 (46) 455 (63) 32,636 {53)
Marvied 936 (41) 685 (39) 338 (43) 204 {28 27,582 (45)
Other 199 (9} 168 (9) 85 (13) 65 (9) 1,485 (2)

Marine
Reference
Group
{N=120,194

13,824 (69)
3,174 (16}
2,703 (13)

493 2)

20,090 (99.5)
104 (0.5)

15,344 {76)
1,213 (6)
2,642 (13

867 (4)

16,392 (34)
346 (2)
2,945 (15)

13,744 (68)

2,850 (14)
607 (3)

2,993 (15}

12,332 (61)
7,499 (37)
363 (2)

* Data exclude missing values, because not afl respondents answered every question, Percentages may not sum to 100 because of rounding, Data
for the reference groups were obtained from the Defense Medical Surveillance System's deployment rosters of Army and Marine personnel
deployed in Operation iraqi freedom and in Afghamstan in 2003, The total number of persons on these rosters was 315,999, of whom 229,034

{72 percent} were active-comp the g 86,965 were b

of the Reserve and National Guard; 37,906 (31 percent)

had a designation of a combatarms occupznon Ofthe 229, 034 active-component service members, 81,936 (36 percent) had combat-arms oc-

cupations, including 61,742 soldiers and 20,194 Marines in the reference groups.
1 Higher numbers indicate higher grades.

stan, Respondents to our survey who had been de-
ployed to Irag reported a very high level of combat
experiences, with move than 90 percent of them re-
porting being shotatand a high percentage veport-
ing handling dead bodies, knowing someone who
was injured or killed, or killing an enemy combat-
ant (Table 2). Close calls, such as having been saved
from being wounded by wearing body armor, were
notinfrequent. Soldiers who served in Afghanistan
repotted lower butstill substantial rates of such ex-
periences in combat.

The percentage of study subjects whose respons-
es met the screening criteria for major depression,

N ERGL § MED 35NT

PISD, or alcoho! misuse was significantly higher
among soldiers after deployment than before de-
ployment, gamcular!y with regard to PTSD. The
linear relati the prevalence of PISD
and the number of firefights in Wthh asoldier had
been engaged was remarkably similar among sol-
diers returning from Iraq and Afghanistan, sug-
gesting that differences in the prevalence accord-
ing to location were largely a function of the greater
frequency and intensity of combat in Iraq. The as-
sociation between injury and the prevalence of
PTSD supports the results of previous studies **
These findings can be generalized to ground-
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Table 2. Combat Experiences Reported by Members of the L1.S. Army and Marine Corps after Deployment to frag
or Afghanistan.*
Experience Army Groups Marine Group
Afghanistan {(N=1962) lraq {N=894) Irag {(N=315)
numberftotal number (percent)
Being attacked or ambushed 1139/1961 (58) 7897883 (89) 764/805 (95)
Receiving incoming artillery, rocket, or mortar fire 164371960 {84) 7537872 (86} 740/802 (32}
Being shot at or receiving small-arms fire 130271962 {66) 8261886 (93) 7797805 (97)
Shooting or directing fire at the enemy 53471961 (27} 6724879 (7Y 692/800 (37)
Being responsible for the death of an enemy combatant 22971961 (1) 414/871 (48) 511/789 (65)
Being responsible for the death of a noncombatant 17/1961 (1) 116/861 {14) 2197794 (28)
Seeing dead bodies or human remains 771/1958 (39) 8327879 (95) 753805 (94)
Handling or uncovering human remains 22919861 (12) 4437381 {50) 4551800 {57)
Seeing dead or seriously injured Americans 581/1%61 (30) 572882 {63) 604/803 (75}
Knowing someone seriously injured or kilted 83071962 {43} 751/878 (36) 693/737 (87)
Participating in demining op 31471962 {16} 329/867 (38) 270787 (34)
Seeing ill or injured women or children whom you 907/1961 (46) 604/878 (69} 6657805 (83}
were unsble to help
Being wounded or injured 90/1961 (5} 1197870 {24} 75803 (9)
Had a close call, was shot or hit, but protective gear —t 67/879 (8} 77/805-{10)
saved you
Had a buddy shot or hit who was near you —t 1927880 (22} 208/797 (26}
Clearing or searching homes or buildings 1108/1961 {57} 7057884 {80) 695/805 {36)
Engaging in hand-to-hand combat 5171961 {3) 189/876 (22) 751300 {9}
Saved the life of a soldier or civifian 12571961 (5) 1837859 (21) 1507789 (19)

* Data exclude missing values, because not aff respondents answered every question, Combat experiences are worded as

in the survey.
1 The question was notincluded in this survey.

combat units, which are estimated to represent
about a quarter of all Army and Marine personnel
participating in Operation Iragi Freedom and Oper-
ation Enduring Freedom in Afghbanistan (when
members of the Reserve and the National Guard are
included) and nearly 40 percent of all active-duty
persortnel (when Reservists and members of the
National Guard are notinchided). The demographic
characteristics of the subjects in our samples closely
mirrored the demographic characteristics of this
population. The somewhat lower proportion of of-
ficers hada 1 effect on the prevalence rates,
and potential differences in demographic factors
among the four study groups were controlled for in
our analysis with the use of Jogistic regression.
One demonstration of the internal validity of our
findings was the observation of similar prevalence
rates for combat experiences and mental health out-
comes among the subjects in the Army and the Ma-
rine Corps who had returned from deployment to

Irag, despite the different demographic character-
istics of members of these units and their different
levels of availability for recruitment into the study.
The cross-sectional design involving different
units thatwas used in our study is not as strongasa’
longitudinal design. However, the comparability of
the Army samples and the similarity in outcomes
among subjects in the Army and Marine units sur-
veyed after deployment to Iraq should generate con-
fidence in the cross-sectional approach. Another
limitation of our study is the potential selection bias
resulting from the enroliment procedures, which
were influenced by the practical realities that re-
sulted from working with operational units. Al-
though work schedules affected the availability of
soldiers to take part in the survey, the effect is not
likely 1o have biased our results. However, the selec-
tion procedures did not permit the enrollment of
persons who had been severely wounded or those
who may have been removed from the units for oth-
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Table 4. Perceived Need for and Use of Mental Health Services among Soldiers and Marines Whose Survey Responses Met the Screening
Criteria for Major Depressh lized Anxiety, or Post: ic Stress Disorder®
Outcome Army Study Groups Marine Study Group
Before Dep After Deploy After Deploy After Deploy
to trag (N=233) to Afghanistan (N=220})  to iraq {N=151) 1o iraq (N=127)
numberfiotal number (percent)
Need
Acknowledged 2 problem 184/215 (36) 156/192 (81) 104/133 (78) 91/106 {36)
interested in receiving help 85/212 (40} 757196 (38) $8/134 (43) 471105 {45)
Received professional helpt
Overall {from any professional} 61/222 (28} 467198 {23) 56/140 (40) 33/113 29)
from a mental health professional 33/222 {15) 26/198 (13) 37/138 (27} 24{112 (21)
Overall {from any professional) 39/218 (18) 34/196 (17) 44/136 32) 23132 {21)
From a mental health professional 247218 (11} 25719 (13) 29/136 {21) 16/111 (14)

* Data exclude rissing values, because not all respondents answered every question.
1 Professional help was defined as help from 2 mental health professional, 2 general medical doctor, or a chaplain or other member of the
clergy, in either a military or civilian treatment setting,

20

erreasons, such as misconduct. Thus, our estimates
of the prevalence of mental disorders are conserva-
tive, reflecting the prevalence among working, non-
disabled comnbat personnel. The petiod immediately
before a long combat deployment may not be the
best time at which to measure baseline levels of dis-
tress. The magnitude of the differences between the
responses before and after deployment is particu-
larly striking, given the likelihood that the group
responding before deployment was already experi-
encing levels of stress that were higher than normal.

The survey instruments used to screen for men-
tal disorders in this study have been validated pri-
marily in the settings of primary care and in clinical
populations. The results therefore do not represent
definitive diagnoses of persons in nonclinical pop-
ulations such as our military samples. However,
requiring evidence of functional impairment or a
high ber of symp , as we did, ding
to the strict case definitions, increases the specific-
ity and positive predictive value of the survey mea-
sures.**27 This consetvative approach suggested
that as many as 9 percent of soldiers may be at risk
for mental disorders before combat deployment,
and as many as 11 to 17 percent may be at risk for
such disorders three to four months after their re-
turn from combat deployment.

Although there are few published studies of the
rates of PTSD among military personnel soon after
their return from combat duty, studies of veterans
conducted years after their service ended have
shown a prevalence of current PTSD of 15 percent

among Vietnam veterans®® and 2 to 10 percent
among veterans of the first Gulf War.4® Rates of
PISD among the general adult population in the
United States are 3 to 4 percent,?® which are not
dissimilar to the baseline rate of 5 percent observed
in the sample of soldiers responding to the survey
before deployment. Research has shown that the
majority of persons in whom PTSD develops meet
the criteria for the diagnosis of this disorder within
the first three months after the traumatic event.?®
In our study, administering the surveys three to
four months after the subjects had returned from
deployment and at least six months after the heavi-
est combat operations was probably optimal for
investigating the long-term risk of mental health
problems associated with combat. We are continu-
ingto examine this risk in repeated cross-section-
al and longitudinal involving the
same units.

Our findings indicate that a small pescentage of
soldiers and Marines whose responses met the
screening criteria for a mental disorder reported
that they had received help from any mental health
professional, a finding that parallels the results of
civilian studies.?®32 In the military, there are unique
factors that contribute to resistance to seeking such
help, particularly concern about how a soldier will
be perceived by peers and by the leadership. Con-
cern about stigma was disproportionately greatest
among those most in need of help from mental
health services. Soldiers and Marines whose re-
sponses were scored as positive for a mental disor-
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Table 5. Perceived Barriers to Seeking Mental Health Services among All Study Participants (Soldiers and Marines).*

Perceived Barrier

1 don't trust mental health professionals.

1 don't know where to get help.

1 don't have adeguate transportation,

itis difficult to schedule an appointment.

There would be difficulty getting time off work for treatment.
Mental health care costs too much money.

ttwould be too embarrassing.

It would harm my career,

Members of my unit might have less confidence in me,
My unit leadership might treat me differently.

My feaders would blame me for the problem.

i would be seen as weak.

Mentat health care doesn't work.

pondents Who dents Who Did
Met Screening Not Meet Screening
Criteria for a Mental Criteria for s Mental
Disorder Disorder
{N=731)} {Nm=5422)
ne. ftatal no. (%}

241/641 (38) 813/4820 (17)
1437639 (22) 30374780 (5}
1177638 (18) 279/4770 (6}
2881638 {45) 7894748 17)
3544643 {55} 106174743 (22)
159638 {25} 456/4736 (10}
2607641 {41) 85274752 (18)
319/640 {50) 11344738 (24)
377642 (59) 1472/4763 (31)
403/637 (63) 1562/4744 (33}
3280642 (51} 928/4769 (20)
413/640 (65) 1486/4732 (31}
158/638 (25) 444)4743 (9)

* Data exclude missing values, because not afl resp

d every question. Resp were asked to rate

“each of the possible concems that might affect your decision to receive tental health counseling or services if you ever
had a problem.” Perceived barriers are worded as on the survey, The five possible respanses ranged from “strongly dis-

agree” to “strongly agree,” with “agree” and “strongly agree”

combined as @ positive response.

der were twice as likely as those whose responses
were scored as negative to show concern about be-
ing stigmatized and about other barriers to mental
health care.

This finding has immediate public health impli-
cations. Efforts to address the problem of stigma
and other barriers to seeking mental health care in
the military should take into consideration out-
reach, education, and changes in the models of
health care delivery, such as increases in the alloca-
ton of mental health services in primary care clin-
ics and in the provision of confidendal counseling
by means of employee-assistance programs. Screen-
ing for major depression is becoming routine in
military primary care settings,*® but our study
suggests that it should be expanded to include
screening for PTSD. Many of these considerations
are being addressed in new military programs.®
Reducing the perception of stigma and the barriers
to care among military personnel is a piority for
research and a priority for the policymakers, clini-
cians, and leaders who are involved in providing
care to those who have served in the armed forces.
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ENCLOSURE 3

INFORMATION PAPER

PURPOSE: To define issues in the state of Oregon due to not having active military installations.

STATUS: During FY 04, Oregon had approximately 2375 soldiers deployed. Approximately 1120
soldiers have returned from these deployments. Approximately 125 are on alert, set to depart in the next
month.

1. With no military installations in Oregon, guard members and their families must rely heavily on the
Family Program, National Guard Chaplains, Army One Source and Tri West. Listed below are the
primary issues that arise from the lack of military facilities:

* No Army Community Services (ACS) availability -- the Oregon National Guard Family
Program is run by one full time State Director and a Wing Coordinator at each Wing (Oregon has two).
There are seven Family Assistance Centers throughout the state — but the primary source of support is
volunteer staffing. There are approximately 80 Army National Guard volunteers. Families are spread
throughout the state and into other neighboring states — they don’t live on base or post where information
and assistance is readily available. Although the Family Program is advertised statewide — phone
numbers, web sites, and other information may not be available to all family members in need. ACS have
the ability to provide food, clothing and child care facilities — the Family Program does not have space to
store food or clothing and does not have the funding or space for child care.

* No Military Medical Treatment Facilities. With the switch to Tri West, many providers have
dropped out of the system. With very few remaining providers accepting new patients, families are left
with very limited health coverage or high out of pocket expenses.

* No on-going counseling available. Army One Source is a great resource — but only provides six
counseling sessions. With so many soldiers returning home, there are potentially hundreds of families at
risk who will not get the counseling they need. With all the on-going deployments, many of our
chaplains are mobilized, and the few we have left in our state are very busy every day with cases — these
are National Guard chaplains — not full time chaplains. These chaplains are volunteering their time and
services to families in need.

2. Oregon’s needs are great — we have many families who feel isolated and without support due to their
geographic location. Due to the deployments, we have soldiers and families at risk — divorce rates,
suicide attempts, and abuse are all problems that we have faced. Without a military installation available,
many families are going without the support they deserve because they don’t know how to access it.
When an individual is on active duty, there are always military installations available to care for the
family. National Guard spouses and families do not receive the same treatment; even though their
National Guard soldier is on active duty for extensive periods of time.

3. Point of contact for this information is Diane Gooding, Director of the Family Program, 503-584-
3543.



73

Chairman ToMm DAvis. Thank you very much.

Sergeant Allen, thank you for being with us. I just want to urge
the committee members to listen to his testimony.

This is the equivalent of financial and medical friendly fire from
armed services. We met before over at Walter Reed, and I asked
you to come forward, and I very much appreciate you and Sergeant
Perez being here to share your personal stories, because this puts
a personal face on the problems that our troops face when they
come back from battle.

Thank you very much.

STATEMENT OF SERGEANT FIRST CLASS JOHN ALLEN

Sergeant ALLEN. Yes, sir.

Mr. Chairman, members of the committee, it is a distinct honor
to be here to discuss the important issues affecting National Guard
soldiers.

I would like to start by saying that I am definitely out of my ele-
ment, so I am a little nervous today, so bear with me.

My name is Sergeant First Class John Allen. I am a National
Guard soldier from Blairstown, NJ. In my civilian occupation, I am
a police officer. In the Army I am a member of Bravo Co. Third
Battalion 20th Special Forces Group. I am a U.S. Army Special
Forces weapon sergeant responsible for weapons, tactics, and secu-
rity.

I have been a soldier for 14 years, and while in Afghanistan I
was asked to extend my deployment, and I happily did. If medically
able to, I would rejoin my brothers in arms, who did some wonder-
ful things to free an oppressed people from a reign of tyranny. It
was and is well worth every personal sacrifice I have made.

I tell you my story in hope that after you hear my testimony I
will motivate you all to make the necessary changes.

Over a year ago when the GAO investigators first approached
me, I was asked what can we do to make things better. My state-
ment then is exactly the same as it is today: to bring to light a bro-
ken, dysfunctional system in order to correct it so not one more of
my comrades will have to go through what I went through.

I am retiring later this month, and nothing I say or anything you
may elect to do as a result of my testimony will personally benefit
me.

In the summer of 2002, while deployed in Afghanistan, I sus-
tained multiple injuries from a helicopter accident and a grenade
blast. I am currently receiving medical treatment at Walter Reed.
After being wounded, I was placed in the Army’s active duty medi-
cal extension program [ADME]. I have experienced significant
problems from ADME program, and by Army regulation it is a 90-
day extension. When my orders expire, it creates a multitude of
problems for me and my family—no pay, no access to the base, no
medical coverage for my family, and the cancellation of all my
scheduled medical appointments.

Our wounded soldiers have our share of champions, to include
the President, the Secretary of Defense, the Deputy Secretary, and,
of course, this committee. I want to personally thank all of you. In
regards to what I call the day-to-day survival people who I have
been blessed with meeting, such as Gary Bianchi of the GAO,
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Grace Washbourne of Chairman Davis’ staff, I can never thank you
enough for what you have done for me and my family. Most impor-
tant of all, I want to thank all the doctors and health care profes-
sionals at Walter Reed Medical Center for their excellent health
care.

We have come a long way since I was wounded, and some signifi-
cant changes have been made. By working together with my cham-
pions, we have already made some significant accomplishments.
We brought Walter Reed up to the handicapped access standards,
the Reserve Component pay and finance system is being reworked,
we have done away with the active duty medical extension program
for injured warriors, and we have opened the severely disabled vet-
erans clinic. However, significant problems continue to exist that
will require all of our assistance in completing the task.

The problems as I see them are a combination of the system and
some of the personnel. Commanders at all levels must be the en-
gines for change, and the subordinates must follow that command-
er’s intent. Unfortunately, there is no overall good guy wearing a
white hat and no overall one bad guy wearing a black hat. I wish
it were that easy.

I have certainly encountered some lazy, non-caring, even preju-
dicial individuals along the way, but had an adequate system been
in place to take care of Reserve Component disabled veterans, it
would have made my situation almost impossible to occur. As long
as I have been around the Army, I could not have taken care of
my family had I not met some of the prominent people that I have.
I shudder to think what would have happened to me and my family
without all of you that have helped me.

So what happens to the lower enlisted soldier that knows no one
of importance, the young soldiers who don’t have any rank? Who
are their champions? How does that leave a Reserve Component
soldier that gets wounded today? Exactly where I was 2 years
ago—left to figure it out on his own.

In my written testimony I have included a detailed timeline of
the events related to my ADME issues that clearly demonstrate a
broken system. When the people in my life hear my story, they look
at me like I am crazy. Even Gary Bianchi of the GAO, when I first
met him, looked at me like it was an unbelievable story until I pro-
vided him the supporting documentation and proof.

As I was writing my testimony on what happened to me over the
last 3 years, I have to agree with them that I must be crazy to put
myself and my family through this. A lot of guys can’t deal with
this, and somewhere along the process they just quit and they go
home. I would like to be able to say the problems are fixed; how-
ever, this is not the case.

Currently, I still have problems with my orders, and up to last
month having pay problems. The system is still broken, and the
only way I have been able to get anything done is by knowing the
people that I know. What happens if you don’t know those people?

My first order I would like to address is the commander’s intent
and the willingness of the mid-level command personnel to make
logistical effective changes.

The President of the United States declared war on the terror-
ists, and the fact is we are at war. I have met many leaders, to
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include the current administration, senior representatives of the
Department of Defense, senior leaders of the Army, and some of
this great Nation’s Congressmen. I personally feel that they all do
genuinely care about me and my family. I have seen them get in-
volved in matters and get them fixed. I believe that the breakdown
is clearly in the mid-level command.

The hospital administrators are also doctors. What surprises me
is their own motto: cause no further harm. How can you allow Re-
serve Component soldiers to go months without pay, nowhere to
live, their medical appointments canceled, and not even being paid?
The result is a massive stress and mental pain causing further
harm, violating their own creed.

In the Special Forces we have our own motto: free the oppressed.
In this case, the oppressed are the Reserve Component disabled
veterans that I am here to free today.

I have personally talked to and seen many Marines being treated
at Bethesda Naval Station. I was amazed how their stories and
care treatment are the complete opposite of my own. Examples of
this are contained in my written report and are in detail for your
support.

We are at war and Walter Reed is the receiving center for our
wounded warriors. I would like to invite each one of you to come
to Walter Reed for an unannounced visit and see for yourself. It
would be very easy to correct the situation if the command element
climate supported it. The command staff at Walter Reed needs to
show their care. After what our soldiers have done and sacrificed
for our Nation, don’t they deserve better?

When a Marine is wounded and can no longer support the team,
they are idolized and treated as the heroes they are. When some-
one asked me about joining the service, I always used to rec-
ommend the Army. Now, after what I have lived, if one of my own
sons came to me I think I would tell him to join the Marines. After
thinking about that, I thought of what my father used to tell me—
you were either part of the problem or you are part of the solution.
I was wrong to think that. I am part of and I have felt proud to
be part of the Army, and I should not let a broken system taint
my overall experience. Rather than being part of the problem, I am
here today to be part of the solution. We need to fix our Army, my
Army.

Case worker confusion—the saying “too many cooks in the kitch-
en spoils the soup” holds entirely true here. There are too many
people involved. Each one thinks that what they do is the most im-
portant. The most important thing is what my doctor tells me, not
spending my time chasing my tail for their accountability and their
paperwork. I only need the U.S. Army Special Operation Command
liaisons. These individuals are more than willing and capable of
handling all of my needs. Each branch should have their own peo-
ple helping their own people. If someone is needed, it should go to
my liaison and he can schedule it. If there is an argument between
my ombudsman and whoever it is, I as the patient can go on about
getting better and not being stressed and harassed.

Reserve Component versus active duty—I do not know of any Re-
serve Component units that have liaisons. Until the U.S. Army
Special Operations Command commander sent their liaisons on a
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permanent basis to Walter Reed, life was very difficult for me. But
what about the Reserve Component soldier that is in transpor-
tation company? Who represents him and who is his ombudsman?

I thank God I joined the Special Forces, because the Special
Forces are taking care of me. But that shouldn’t make me special
in terms of care and representation. In combat, I was considered
a member of the active duty. Once I was wounded, I was consid-
ered a Reserve Component soldier. As a Reserve Component sol-
dier, my family is not authorized on my orders to relocate with me.
I am not entitled to use my leave as terminal leave. I am not enti-
tled to have open-ended orders.

My wife and three sons are still living in New Jersey. My oldest
son, who was 10 years old when I was mobilized, is going to be 14
in July. I have missed a large part of his life and I can never get
it back. When I asked to go home, I was told active service mem-
bers have to go to a medical treatment facility. I am not an active
service member. I am a Reserve Component soldier and my family
is at home, a fact that is causing me significant hardship. However,
when I tried to get any of the active duty entitlements I am told
I am a Reserve Component soldier. I have no problem with either
scenario, but make a command decision on which one I am and
allow me the benefits of that system.

If T need to come back, do so at the Government’s expense, in-
stead of causing me, the soldier, more harm by separating me from
my family and having the soldier assume the financial burden of
paying to go see his family.

The medical hold company I am sure has some kind of function.
To those members of the company that are here today who have
given your all, I thank you and I apologize to you for putting you
in this category with the rest. If they are supposed to keep our ac-
countability, my liaison does that. If it is handling and processing
my orders and ensuring that I am paid, then they are not doing
their job. It is to this end that I boldly state there is no reason for
the existence of the medical hold company. They are simply an-
other cook in the kitchen just spoiling the soup.

They also need to understand they are not dealing with basic
training recruits, but rather our wounded warriors. Requiring am-
putees to attend formations, demanding you to come any time they
need something, and the general lack of caring they have clearly
demonstrated by allowing Reserve Component soldiers to go off or-
ders is wrong. The overall attitude toward our Nation’s finest is
disgusting, and at best they should be ashamed of themselves. This
g(})les on with the full knowledge of the mid-level command philoso-
phy.

Point five, confusion about the system: everything in the Army
has some kind of standard. I have not ever seen a standard for
medical treatment for Reserve Component soldiers. The overall
board process is confusing. Add in the Reserve Component factor
and it 1s even more confusing and complicated. Records for Reserve
Component soldiers are kept at their units and their command are
not readily available.

Once mobilized, I was assigned to Third Group Special Forces.
The day I was ordered to ADME my problems started. From the
first day to the present, there is not one set of standards that I
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have been provided, and I have not ever submitted the same sup-
porting documentation. Had I been provided a manual for injured
National Guard or Reserve soldiers, I could have avoided the ma-
jority of the problems that I had.

The Medical Board for Reserve Component versus active duty—
the Medical Board for all soldiers should be the same, but it is not.
Bullets don’t discriminate between Reserve Component and active
duty soldiers, and neither should the Army. Once I was identified
as an injured soldier, I should have stayed on OEF/OIF orders. The
pot of money to run the war should include the price tag for taking
care of the wounded for that war.

I was left on open-ended OEF/OIF orders. There would be only
two amendments to my orders, instead of the eight or nine I think
I have had. My orders would not run out in 90 days or, under the
new system, every 179 days. If my doctor knows that my treatment
is going to take 14 months, then my orders should be for 14
months, plus processing time. Why is the decision left up to some
personnel person to determine how long if my treatment is going
to be shorter than the order? If the treatment is longer, there is
no problem because it is an open-ended order.

The burden should not be on me every 90 days to get all my pa-
perwork done and turned in, keeping following up on the status of
those orders, getting new ID card, a new window sticker for my ve-
hicle, my family have to travel all the way down to get new ID
cards at their expense and re-register for Tri-Care. I should be fo-
cusing on my medical treatment, the reason that my orders were
extended in the first place.

The Board is supposed to be the same for active duty and Re-
serve Component soldiers, but there is one huge difference that I
have contained in my written testimony.

Wounded soldiers are not quitting the team, they are getting out
because their disabilities force them to. There is a big, big dif-
ference. They should still be considered part of the team.

While talking to a U.S. Army Special Operations commander re-
cently, he told me of an idea of his of tracking soldiers once they
are out. This is a great idea, and I think the Army should be help-
ing the disabled veterans after they are out with their employment,
getting into the Veterans Affairs system, and their reentry into ci-
vilian life.

My conclusion—I believe in utilizing my chain of command. In
my case, my chain of command went through military channels
and made no progress. I did not start this investigation; my chain
of command did on my behalf. I have been cooperative in hopes of
fixing a broken, dysfunctional system, and I have been persecuted
for my actions.

Mr. Chairman, I am retiring this month and I am not afraid to
speak my mind, but for some of the guys still receiving medical
treatment and guys that are going to be at Walter Reed testifying
today, to quote my father one last time, “Tell the truth and let the
chips fall where they may. That way you can always look at the
man in the mirror in the eye.” I know my father would be proud
of me today standing here letting the chips fall by fighting for my
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disabled veterans. I am grateful for the opportunity to tell my
story. I thank you for all your support and effort. God bless you
and the greatest Nation on this planet, the United States of Amer-
ica.

[The prepared statement of Sergeant Allen follows:]
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Prepared Remarks for
Sergeant First Class John Allen
Government Reform Committee

U.S. House of Representatives

17 February 2005

Mr. Chairman and Members of the Committee, it is a distinct honor to be here to discuss

important issues affecting National Guard Soldiers.

My name is Sergeant First Class John Allen. Iam from Blairstown, New Jersey where in my
civilian occupation I am a police officer. In the Army, I am a member of Bravo Company, 3"
Battalion, 20" Special Forces Group (Airbome) and assigned to Operational Detachment Alpha
(ODA) 2081. During our mobilization, this was a Virginia based unit but it is now headquartered in
North Carolina. I am a United States Army Special Forces Weapons Sergeant, with primary
responsibility for the team’s weapons training and employment, tactics and security. 1 have been a
soldier for 14 years. 1 was asked to volunteer to extend my deployment in Afghanistan and I did. If
medically allowed to do so, I would rejoin my brothers and sisters in Afghanistan, Iraq, Malaysia,
and elsewhere. It was, and continues to be, well worth every personal sacrifice. My injuries pale by
compan'sot; to those who have lost loved ones, or a limb, or have been taken hostage by people who

have no value for human life or civilized society.

The decision to testify today was one of the most difficult decisions of my life. It is my fear
that my testimony will be twisted, and the perception will be that this is about me rather than the
reality of what [ am trying to fix. I also considered the huge personal quandary over not wanting to
rock the boat, i.e. face possible further retribution, and the duty I feel that I need to help all my fellow
comrades currently receiving treatment and for the future wounded Reserve Component wounded

soldiers. In the end, I believe the Committee and the Army needs to hear my story.

1 come before you today to share my experience in the hope that it might shape the experience
of others in the future. While my testimony represents what happened to me and my family, I believe
relating this experience uitimately supports my fellow Disabled National Guard and Reserve

members, my Army, my Commander-in-Chief and my beloved Special Forces,
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Over a year ago, when I was first approached by Government Accounting Office (GAO)
investigators, I was interviewed and basically asked “what can we do for you to make things better.”
My statement then is exactly the same as today. I am willing to share my story in the hope it will
bring to light a broken, dysfunctional system and that my recommended courses of action may help
correct these problems so that not one more of my brothers in-arms or their families will experience
what my family and I have been through. I am retiring later this month and nothing I say, or anything
that you may elect to do as a result of my testimony, will personally benefit me except to ease the

mental burden of making it easier for the “Wounded Warriors” who follow.

In the summer of 2002, while deployed to Afghanistan, I sustained multiple injuries from a
helicopter accident and a grenade blast that included both of my legs, neck, back, hearing, and vision,
and I suffered a Traumatic Brain Injury (this is the clinical name for an illness). I am currently

receiving Medical treatment at Walter Reed Army Medical Center for these injuries.

After being wounded, I was placed in the Army’s Active Duty Medical Extension (ADME)
program where I have experienced a number of significant problems and then my ‘real’ troubles
started. ADME is a program that, by Army regulation, can only allot 90-day extensions. This
process was apparently never intended to serve the Reserve Component Forces during a time of war.
In accordance with the ADME regulation, I was essentially forced to ‘go off orders’ every three
months. I was forced to apply for new orders and was forced to rely on uncaring incompetent people,
a process that contributed fo a multitude of problems including: no pay; no access to base; no
medical coverage for my family; and the cancellation of all my scheduled medical appointments.
This, in turn, significantly prolonged my medical treatment, delayed my return to civilian
employment, and placed my family under intense and indescribable stress. In short, this by far

caused the most burden on my family, my financial situation and my life in general.

Before I get into the problems and my associated recommendations, I want to state up front
that our wounded soldiers have our share of champions, to include the President, the Secretary of
Defense, the Deputy Secretary, and of course, this Committee. I want to personally thank all of you
who have been supportive and personally caring towards my family, and most importantly, towards
my fellow comrades that I represent here today. In regards to what T call the “day-to-day survival”
people who I have been blessed with meeting, people such as Gary Bianchi of the GAO and Grace

‘Washbourne of Chairman Davis’ staff, I can never thank them enough. The work by the Committee

2
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Members and staff, along with those in the military seeking to improve matters, is an example of how
this process should work and can work. Not least, I also want to thank the doctors, nurses, and other
health care professionals at WRMAC that continue to do the right thing by delivering quality health

care to our wounded soldiers.

1t is also important to acknowledge that we have come a long way since I was wounded, and
some significant changes have been made to a much unprepared system. By working together with
my ‘champions’, we have already accomplished some significant and positive changes. We
succeeded in bringing Walter Reed up to handicapped access standards. The National Guard pay and
finance system is being reworked. We’'ve done away with the deplorable Active Duty Medical

Extension program for injured warriors, and we’ve opened the Severely Disabled Veterans Clinic.

However, significant problems continue to exist that will once again require everyone’s

assistance. This is why I decided to testify and why I am here today.

The problems that exist are in the system and with some of the personnel not doing their jobs
or following the Commanders’ intent. Commanders at all levels must be the engine for change, and
the Commanders’ intent must subsequently be followed by his subordinates. Unfortunately, there is
not one overall good guy wearing the white cowboy hat and one bad guy wearing the black cowboy

hat. I wish it was that easy.

1 have certainly encountered some lazy, non-caring individuals, even prejudicial individuals
along the way, but had an adequate system been in place to take care of the Reserve Component’s
disabled veterans, it would have been easier for our Commanders to hold them accountable for their
actions (or more importantly, their lack of action) and would have made my situation almost

impossible to occur.

As in any profession, the longer you are around the more people you know; it is the same in
the military. I am a Sergeant First Class in the United States Army, a Senior Non-commissioned
Officer, and yet I could not have taken care of my family had I not met (or previously known) some
of the prominent people that I have. 1 shudder to think what would have happened to me and my

family without them.
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So what happens to the lower enlisted soldier that knows no one of importance? The young
soldiers who do not have any pull by way of rank? Who are their champions? How does that leave a
Guard or Reserve soldier that gets wounded today, exactly where I was two years ago, and who is left
to figure it out on his own? Hopefully he knows or meets the same people I did. If he doesn’t, then
what happened to me will happen again and will only repeat itself over and over again unless a

system is in place that works for their needs.

The following is a time line of events related to my ADME issues that clearly demonstrate a
broken system. Originally much longer in length and condensed for this testimony, I have provided

the GAO the original document and all of the supporting documentation.

When my civilian employer, friends and fellow soldiers hear my story about not being paid,
being refused medical treatment, not being allowed to take my leave in lengthy block increments, not
being allowed to have my family relocated, when they hear of my ruined credit and my treatment
after trying to cooperate with the GAO, they look at me like I am crazy. I think Gary Bianchi of the
GAO, when I first met him, hardly believed it. That is until I provided the proof in the way of
supporting documentation. Even some of my own family members wondered what I had been doing.

‘Where had 1 been? Why was it taking so long, and when was I going to be home?

As 1 reflect on what has happened to me over the last 3 plus years, I come to the conclusion
that I must be crazy to put myself and my family through this. A lot of the guys can’t deal with these
bureaucratic problems. They give up somewhere in the process and just go home. Ionly hope that is
not the administration’s intent to wear us down, but it sure seems that way. T ask anyone that reads
this testimony to please do everything within their power to make sure that situations like that I have

faced are never allowed to happen to even one more soldier.

Chronological Accounting of ADME Problems and Related Issues

OCTOBER, 2002. Ireturned to Fort Bragg and re-joined my company for demobilization. Six of the

soldiers from my Company were injured and were to stay at Fort Bragg for medical attention. My
chain of command and I found out that Active Duty Medical Extensions must be applied for and were

not autornatic.
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NOVEMBER, 2002. I was seen for the first time in the US for my in the line of duty injuries. For

the remainder of November, I saw Dr. Harris at Fort Bragg’s Clark Health Clinic in North Carolina.
Dr. Harris ordered several tests, and an additional appointment was set for January to review
findings. During this same time period of time, my chain of cornmand and I requested ADME orders
be extended for 180 days. I continued to have additional testing, to include a CAT SCAN and MRI.

DECEMBER, 2002. I went on leave for the first time to sce my family in New Jersey since being

deployed, separated from my family, participated in combat and being wounded. On the 27" of
December, after less than a week of leave and eight days early, I was ordered to return to Ft. Bragg
because the 2125™ MUIC Commander was unable to find any of our Active Duty Medical Extension
(ADME) paper work that had previously been signed and forwarded as required. Four additional
soldiers from my unit experienced the same problem and were all ordered back to Ft. Bragg early. It
was later determined that the 2125 MUIC had made an error and had failed to file the appropriate
papers for the five service members. I was told that the leave, which he had cut short, would be

replaced. As of this writing, that has not happened.

JANUARY, 2003. I had an ADME evaluation with Dr. McClelland. On this same date my active

duty orders expired. This subsequently caused me and my family to be removed from the Tri-Care

health insurance system, my military ID was no longer active, all of my previously scheduled medical
appointments were cancelled, and I would eventually not receive pay for three pay periods. The four
other members of my company on ADME and I made over 40 trips to various sites at Ft. Bragg to
complete our ADME applications during the period 3-29 January, 2003. It was very apparent that the
correct process for completing the ADME orders was a mystery to those who were responsible for

processing them. Additional testing continued throughout the month of January.

On or about 28 January, 2003, 1 had a medical appointment with an orthopedic surgeon, Dr.

Santangelo, a respected surgeon.

My first ADME orders were approved 31 January, 2003, and a few days later I was finally
given orders. These ADME orders were for 60 days only, turned out to be incorrect and later

changed.
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FEBRUARY, 2003. On or about 4 February, I reported to the medical hold unit at WOMACK and

was questioned as to my whereabouts since the 3 of January, 2003. I explained that I had no orders
and had been reporting to the 2125™ Group, at which time I was advised that I should have been sent
to the medical hold unit WOMACK. This clearly demonstrated to me at the time that the MUIC did
not know what to do with ADME soldiers. I noted that the clerk at WOMACK made it a point to
identify me to others as a National Guard soldier versus an active duty, fulltime solider. I brought to
the clerk’s attention that I needed ADME orders to continue to receive my treatment and pay. I told
her that the orders were to expire on 3 April, 2003. I was told that Company C at WOMACK had no
knowledge or ability to help me obtain ADME orders, and that my problem was a National Guard
issue ... WOMACK was for active duty military. I was told to go where 1 had originally got my

orders and have them do it.

1 returned to 2125™ to get assistance in obtaining ADME orders and was told that that was my
company’s problem. I continued to receive treatment during February 2003 and received some back

pay.

MARCH, 2003. During mid-March, I checked my pay status and determined that my pay was going

to terminate as of 3 April, 2003. The issue was partiaily resolved, but the amount of pay was
incorrect. A doctor requests that my ADME orders be extended until January, 2004. As of 25 March,
the computer records indicated that my ADME orders would expire on 3 April, 2003, and that my

pay was still incorrect.

My ADME request was forwarded to Mr. Jim Jones at the National Guard Bureau for

resolution.

April, 2003. I was dropped from the ADME program, was not paid until June, 2003, and then only
received a fraction of my earned pay. I continuously spoke with members of the medical hold unit
and the 2125" Company concerning my need for ADME orders and pay issues. On or about 9 April,
2003, I received a payment of $1.20. Still no ADME orders. On April 15™ 1 received $401.87, but
am still owed well over $2000. Additionally, my Tri-Care benefits expire and leave my family

without medical insurance, Also, my military ID card expires and I am unable to use base facilities.
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MAY, 2003. My pay problems continue and I still fail to receive ADME orders. I admit to myself

that I am overwhelmed with the financial and medical problems that I am facing, and ! request an
appointment with a counselor due to the stress I am under. Even after [ began counseling sessions, 1
don’t think my counselor believed what was happening to me until I showed him my supporting

documentation. He was shocked amazed, and | could tell he didn’t know how to advise me.

On or about 13 May, 2003, I contacted the National Guard Liaison Officer, Major Paul
Watkins, who knew me from our previous working relationship. Major Watkins recommended that I
contact the Inspector General for US Army Special Operations Command (USASOC). Ispoke to Mr.
Ed Aponte, OIG and was referred to USASOC Surgeon’s Office. They assisted me with my
additional ADME orders.

Note: An additional ADME request was needed because the date of the request is the date the

extension begins, and the June orders would expire in July.

On 19 May, 2003, I went to the Emergency Room at Fort Bragg for vertigo, nausea and
because I was vomiting blood. I was initially refused treatment due to the fact that my ID card was
expired because of the lapse in my ADME orders. After getting Major Watkins and another officer

friend involved, I eventually received treatment and was placed on quarters for 48 hours.

June, 2003. 1 am placed back on ADME orders and received medical treatment and base benefits.

July, 2003. My ADME orders expire yet again, and [ am removed from the system. No pay, no
active ID card and no Tri-Care insurance. The financial burden for me and my family is now at a
critical stage, and I am forced to borrow $10,000 dollars from my father-in-law. I will not receive
any pay for two periods. (I am finally reimbursed on or about 5 September, 2003, for some of my

pay.)

August, 2003. My wife went into labor prematurely. Upon arrive at the hospital at Fort Bragg, my
wife was refused treatment because our ID cards were expired due to my lack of orders. The issue
had to be resolved by Brigadier General Burford, the acting Commander of the United States Army
Special Forces Command. After General Burford intervened, treatment was granted. I received

medical bills for the delivery, and my wife had to go through a very long and painful process to get

7
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them resolved. To date, some of the expenses for my family’s medical care are still being contested

and have not been resolved with Tri-care health insurance.

SEPTEMBER, 2003. I received cartilage replacements and continued testing for infectious diseases

related to other medical problems.

NOVEMBER, 2003. I again applied for renewal of my ADME orders with the assistance of Major

Watkins. I also contacted Tri-Care for a referral concerning issues with my infectious disease related
problems. In late November 2003, the ADME orders expired along with the Tri-Care benefits and
my active duty ID card. ! did not receive any pay for two pay periods, which once again created a
huge burden on my family. I finally received my ADME orders on or about the 16™ of December,
and back pay on or about the 19" of December, 2003. Up to this date, all treatment had been done at

Ft. Brage. NC. or in Pennsvlvania.

On or about this same time period, I received a phone call from SFC Harrelson at Walter
Reed Medical Center. I was advised that I needed to appear for additional treatment at Walter Reed
on or about January 12% 2004. SFC Harrelson advised me in a subsequent phone call that I was
being sent to Walter Reed for an evaluation of a medical evaluation board (MEB). I explained that I
had medical appointments pending and that I bad been receiving care at Ft. Bragg. SFC Harrelson
asked that someone from the Physical Evaluation Board (PEB) at Walter Reed contact the PEB at Ft.
Bragg.

1 was then told to disregard all appointments at Fort Bragg and report to Walter Reed Hospital
by 12 January, 2004. I told SFC Harrelson I didn’t have orders to travel. I was told to proceed
without them on verbal orders, therein violating Army Regulation and causing unnecessary liability

to me.

JANUARY, 2004. My Sergeant Major, Scott LaMorte, accompanied me on my arrival at Walter
Reed to take a battery of tests many of which had previously been conducted at Fort Bragg. Contrary
to what my Sergeant Major and 1 had been told, I had no appointments prescheduled when 1 arrived

at Walter Reed. This move seriously disrupted the continuity of my care.
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On or about January 14%, 2004, I had a walk-in orthopedic appointment. I was again
accompanied by SGM LaMorte. Dr. Kenneth Taylor asked me why I was at Walter Reed since I did
not have any life threatening injuries. I showed him my appointment with the orthopedic surgeon had
been cancelled, and the doctor stated he could only refer me to an outside doctor because they were
too busy saving life and limb. Dr. Taylor wanted to know who disrupted my continuity of care and

sent me to Walter Reed, and most importantly, why?

My doctor and I had a disagreement with Col. Nitschke, a physician working as a Medical
Board Case Worker, regarding which injuries took priority, in this case an internal exam verses an
MRI for an injured knee. I protested the decision but proceeded as ordered. I told SFC Harrelson that
1 believed that the order to report for an MRI on a knee instead of an internal examination was an

unlawful order and that I planned te file a complaint accordingly.

My chain of command was flat out lied to by the Medical Hold Company and was told I was
going to be at Walter Reed for a week. After my arrival I was told I was going to be permanently
staying at Walter Reed. I did not bring all of my personal belongings and the following weekend was
my anniversary. I explained this to my representative at the Medical Hold Company and was told 1
could go back to Ft. Bragg on the weekend. I was asked if I still planned to return to North Carolina
for my wedding anniversary on 18 January, 2004. [ had previously discussed this leave with SFC
Harrelson, and had planned to do this over the weekend, not during duty hours, and not interfering
with medical appointments. At approximately 5:30 pm, I was advised that I needed the signature of
my primary care doctor before I could take leave. At this point, I did not have a primary care
physician since I had only been at Walter Reed a couple of days. Because of their failure to tell me
this during duty hours while I had access to the doctor, I was unable to obtain a signed pass form

from a doctor and was therefore unable to take leave as planned.
Pay Problems Associated with ADME,
As documented in the DFAS system, I was paid late 10 pay periods totaling $12,185.54.

Original mode orders from 1/3/02-1/3/03.
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Active Duty Medical Extension (ADME) orders:

DATE PERIOD PAY PERIODS MISSED
1/31/03 1/3/03-4/3/03 2
5/15/03 4/30/03-7/28/03 1
8/27/03 7/28/03-11/25/03 2
12/12/03 11/25/03-5/22/04 1

My credit history prior to being in ADME program was always in the high 700’s depending
on the credit agency that ran it; after my problems associated ADME orders, my FIS score was 568,
which is below average. I was delinquent on 10 payments with four creditors. These were Ford
Credit- 1/2004,7/03,6/03, Providian Financial-7/03, 2/04,Bank of America- 5/03,7/03,8/03, Capital
One Bank-6/03,3/04. All of these delinquencies coincided with my missed pay periods.

T would like to be able to say that all of this is behind me, and that the system is fixed.
However, that is not the case. As recently as December, my orders were due to run out on the 28",
By the second week in December, I still did not have my orders when you, Mr. Chairman, came up to
Walter Reed. 1 brought this up to you in front of my chain of command, who were not very pleased
with me for talking to you but afterward told me they would take care of it immediately. I asked my
liaison everyday about my orders and finally, on the 23 December. I was in a panic because I knew
that this was the last day to get anything done until after the New Year, and T knew the consequences
if my orders expired again. I could not financiaily and mentally handle not being on orders, and 1
would not be able to provide for my youngest son who requires medication and physicians care.
While most people were enjoying and preparing for the holidays with their families, T was fighting to
ensure that my family and I could get paid and go to the doctor ...Merry Christmas again.

1 have been totally consumed with Reserve Component pay problems. It is probably one of
the toughest things in life to not be able to buy your family presents because you know you are either
not getting paid or might not be paid in the near future. I called my Sergeant Major asked him what to
do, and he told me he was coming right up to try to get me my orders. The Sergeant Major arrived at
3:00 pm and called Chief Lindell (Gary Bianchi of the GAO bad introduced us) who works in
personnel. Chief told my SGM that she would be faxing over the paper work, which we received in
less than 10 minutes. We filled it out and faxed it back and, at 3:52 pm, she emailed me my new

orders extending me until the 28 March, 2005, It took her 52 minutes to do what the medical hold
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company had been trying to accomplish for over a month! I called my wife and emailed my orders to
her immediately, and she called Sergeant Major Lawrence of DFAS (located in the Central time zone
region and hour behind us) whom Mary Elene Chervonic of the GAO had put my wife in touch with
when we had all the pay problems last year. He entered my pay information in the computer and she
was told at 4:58 pm castern standard time that we would be paid on the 3 January instead of the 1%, It
took less than two hours to accomplish the whole task!. At this time, I called my liaison who thought
I was calling about the status of my orders. He told me “I have bad news. They haven’t even
submitted your packet for extending your orders yet”. I replied that I had worked the orders myself
and gave him the contact information of the people that had helped me. (I hoped they might help
other soldiers.) My point here is to demonstrate that the system is still broken, and the only way I

could get it done was by ‘knowing the right people’. What happens if you don’t?

MAJOR PROBLEMS THAT MUST BE ADDRESSED

1. _Commanders’ Intent, and the willingness of mid-level personnel to make logical, effective

decisions.

The President of the United States declared war on terrorists, and the fact is, we are at war. The
Army needs to understand this and adjust their systems accordingly. I have personally met many of
the leaders of this country, to include people from the current administration, senior representatives
of the Department of Defense, some of the most senior leaders of the Army and some of this great
nation’s congressmen. What is overall amazing to me is that I personally feel that they do genuinely
care about me. On many occasions, I have seen them get involved with serious problems and then
take the necessary steps to cotrect those problems. They generally have a clear understanding that we
are at war and appreciate that sacrifices need to be made and drastic changes need to occur in order
for us to succeed. Having seen all this, I believe that the breakdown is at the mid-command level
within the administration. Most of the hospital leaders are also doctors, who amazingly have as their
own motto: “Cause no further harm.” I do not understand how you can have this as your motto if you
only worry about the physical wounds and allow Reserve Component soldiers to go months without
orders. This, in furn, contributes to them not having anywhere to live, not being allowed to go to
their scheduled doctor appointments, and not even being paid. The result is massive stress and

mental pain.
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1 know I have not only had to face my current disability, something that has caused a huge
amount of stress in itself. Everything [ have done in my life has revolved around the physical aspects
of my ability. From when I was a young lad I tried to be the best runner, the best swimmer, and more
recently, to be ‘the best of the best’ the Army has to offer. Now, for the first time in my life, I have
to figure out how [ am going to support my family with the only skills I had stripped away. My core
being has been changed forever, and that is a very tough thing to deal with. While going through this
difficult adjustment in my life, the last thing I [or any soldier] needed was to have a clear lack of
caring and leadership demonstrated to me by administrators not doing their job ...it only caused more
harm. How can the Commander of the North Atlantic Regional Medical Command, the Deputy
Commander of Clinical Services at Walter Reed, the Medical Hold Commander, and most
importantly the Reserve Component Medical Board Advisor herself, allow this to happen? T was
taught by the United States Army that when you are in a position of leadership, it is not just a title
and pay raise ...it is a responsibility. I do not deny that I am bitter toward these people, and I feel I
have every right to be. They failed not only me, but I believe they failed my family and my fellow
soldiers as well. I have personally talked to and seen many of the Marines being treated at Bethesda
Naval Station, and [ am amazed how their stories of care and treatment are the complete opposite of

my own experience.

A clear example of this is the very significant parking problem at Walter Reed. The
administration knows about this problem, and it has been in the Walter Reed paper on several
occasions and raised during the town hall meeting with the commander. To see a disabled soldier
missing both legs having to park all the way across post and have to wheel him up and down hills,
and then still have him receive a parking ticket, is a slap in the face. The command staff at Walter
Reed needs to pull their head out of the sand and recognize that the pretty grass and trees need to go
and that parking spaces need to be put in.

A related example is that there isn’t enough room in the Hospital for all of the injured soldiers to
do physical therapy, so they put a trailer up ...all the way across post from where the injured soldiers
live with no parking except for two spaces. This forces the wounded soldiers to either walk all the
way or catch a bus, all the while when there is a brand new Basketball Gym right next door to the
Malogne House [where we live] that could easily hold all of the Physical therapy equipment, offices
and at Jeast twice as many wounded soldiers then the current trailer situation. Do we really need a
basketball court that badly, or can we forgo it and make a sacrifice during a time of war to do what

makes sense? We are at war and Walter Reed is the receiving center for our wounded warriors. I
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would like to invite each one of you to come to Walter Reed for an unannounced visit and try to park.
It would be very easy to correct the situation if the attitude was that we need to make this more
accommiodating for our patients and their families ...not the staff and support personnel. Why should
the burden once again be placed on the wounded soldier? I believe the day that T no longer support
the team is the day I am no longer part of the team. After what our soldiers have done and sacrificed
for our nation, don’t they deserve better? When a Marine is wounded and can no longer support the
team they are idolized and treated as the hero’s they are. As a police officer, I would frequently be
asked by members of the community where [ worked who knew of my Army service to talk to their
sons or daughters about joining the service. Iused to recommend the Army to anyone who asked, I
used to say, what I felt was the truth, was that “it was the greatest thing I ever did.” I recently felt,
however, that if one of my own three sons came to me and asked for my input about joining the
military, if after the way I have been treated he asked me what service he should join, I would tell
them to join the Marine Corp. One day I was thinking how wrong that attitude is. We have such a
wondertul Army, one that I am part of and have felt proud to be in, why I should let a broken system
taint my overall experience? Rather, we need to fix our Army ...my Army. Why should we allow

some bad apples ruin the whole cart.

2. Case Worker Confusion.

1 honestly still don’t know who all of my case workers/liaison’s are. I'have a National Guard case
worker at the medical hold company, a Platoon Sergeant at the Medical Hold Company, a case
worker for my medical care, a case worker for the management of my medical board appointments, a
case worker for putting my medical board together, the United States Army Special Operations
Command liaisons, and the National Guard laison ...just to name the ones I remember. The saying
“too many cooks in the kitchen spoils the soup” holds entirely true here. Throughout the process
there are too many people trying to accomplish what they think is the most important area, which
invariably is whatever area they are responsible for. They don’t consider that when your medical
care professional, your doctor, tells you specifically what the most important thing should be, then it
should be just that. For example, the doctor might say on a Monday that I should come in for a
follow up appointment, then go get x-rays, then go to the MRI center, then go to pool for physical
therapy, and then go to pharmacy to pick up the new required medication. In the middle of all this,
however, | have to walk out of the hospital and check my voicemail to ensure that I didn’t miss any

important calls from all of these advisors! I have a message from my Medical Board advisor who tells
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me that I immediately need to come by her office for a consultation. I call her office and try to
explain what and where I am doing and going, but she insists that “this is the most important thing.”
While I am on the phone with her, I get another call from the Medical Hold Company telling me that
1 need to come by there because they need to check my ID card and dog tags, and that this is the most
important thing that 1 need to be doing. I try to explain to them everything that is going on and am
told that I need to be there ...that is final. 1look at my watch and realize I am now late for a doctor’s
appointment, despite being exhausted and not feeling well because I am disabled and recovering.
None of that is taken into consideration. 1 still have medical appointments to go to but each one of
these people, in order to justify themselves and their positions, needs to be ‘in the kitchen’. The easy
solution, and my wish if I could have it granted, is that I would be responsible to one person that
works with (not against) the patient. In my;case I don’t need all of these so called case workers and
laisons; 1 only need to talk to United States Army Special Operations Command liaisons, MSG Dan
Thompson and SFC Martv Thompson. These individuals discuss the scheduling and demands on the
patient and make a reasonable schedule that is not going to cause more harm to the patient, one that
will not set the patient up for failure and only cause more stress. Ideally, I should talk to them and
only them. Each branch should have their own people helping their own people. I should not talk to
anyone about my board, orders, anything. They can keep all these people in place if they want but
leave me alone. If they need something signed it should go to MSG Thompson and he can tell them
“Well, John is really busy today and I know his schedule and that is not possible today’’; Then if there
is going to be an argument it will be between MSG Thompson and who ever it is and I as the patient
can go about my business of getting better, not being more stressed and harassed. This will drastically
streamline the whole process of all these individuals trying to do their job ...as well as part of

someone else’s job.

3. Reserve Component versus Active Duty

Instead of spending greats sums of money on all of these Case Workers, why not use the
finds to establish a liaison from each Reserve Component unit. Until the United States Army Special
Operations Command liaisons were sent up to Walter Reed on a permanent basis by the USSOCOM

Commander, life was very difficult for me. Well what about the Reserve Component soldier that is

joined the Special Forces because the Special Forces is taking care of me, but that shouldn’t make me

more ‘special’ in terms of care and representation! (The USASQC liaisons are helping the regular
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guys as much as the SF guys because they care.) As a Reserve Component soldier, I am not
considered the same as if I was in the Active Army once I was wounded. My family is not authorized
on my orders to come to Walter Reed. My wife and three sons are currently on their own living in
New Jersey. My oldest son from my first marriage, who was ten years old when I was mobilized, is
going to be fourteen in July. He lived with me and went to school where 1 lived. I have missed a
farge part of his life that I can never get back. My family is allowed to go to civilian doctors when
necessary because there is no medical treatment facility near our home. When I asked to go home
and go to civilian doctors for my treatment I was told that an active service member is not allowed to
go to civilian doctors and has to go to a Medical Treatment Facility. I told them that I am not an
Active service member, that I am a Reserve Component soldier and that my family is at home, a fact
that is causing me significant hardship. Several of my doctors tried to get me back home and told me
I would only be required to come down periodically from time to time for their check ups. I am
amazed how [ am considered at times to be a Reserve Component soldier, and an Active Duty soldier
when it suits them? Under ADME, 1 am not entitled to move my family. I am not entitled to use my
leave as terminal leave. Iam not entitled to have open ended orders. However, when I try to get any
of my active duty entitlements, I am told I am a Reserve Component soldier. When I tell them I want
to go home and be treated as a Reserve Component soldier, I am told I am an active duty soldier. I
have no problem with either scenario, but make a command decision on which one and allow me the
benefits of that system. (Note: one of the reasons that the Army sticks to this is that the Army doctors
need to see me in order to do a medical board. However, there is a better way to do it. When it is
determined that an Reserve Component soldier needs to have a medical board, then they have the
Reserve Component soldier’s evaluation appointments all set up in one week and bring him back to
Walter Reed at the Government’s expense. This instead of causing more harm to the soldier by
separating him from his family and the having the soldier assume the financial burden of paying to go
see his family. 1 have not seen my thirteen year old son since he came down over the Christmas

holidays, the main reasons are that I cannot afford it and it is too hard of a trip on me physically.

4. Medical Hold Company.

The Medical Hold Corr;pany, I am sure, has some kind of function. There are a couple of really
hard working, caring individuals assigned there, but it seems as if any individual there that cares
about soldiers is sent packing by the command. (To those members of the Company who have given

your all, I thank you and apologize for putting you in the same category as the rest.) If their function
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is to keep accountability of the soldiers, well my unit liaison does that; if it is handling and processing
my orders and ensuring that I am paid, then they are not doing their job. I have never received an
extension on my orders from any medical hold company; rather, it has always been based on my
efforts and those who I ‘know’. I tried using their dysfunctional system and I went off orders and got
ruined ...mentally, physically and financially. It is to this end that, in the case of disabled veterans
with a unit liaison assigned, there is no reason for the existence of a Medical Hold Company. They
are simply ‘another cook in the kitchen ...just spoiling the soup’. I believe I have a thorough
understanding of how the Army operates and why. In the case of the Medical Hold Company,
however, they need to understand they are not dealing with basic training recruits but rather with
Americas heroes ...our wounded warriors. Requiring amputees to attend formation, demanding that
the wounded soldier come to them anytime they need something, and the general lack of caring they
have clearly demonstrated by allowing RC soldiers to go off orders is wrong. The consequences that
go along with that, and the way their overall attitude is toward our Nation’s finest, is disgusting and
they should be ashamed of themselves. This is a direct result of the mid-level command philosophy

that we are an inconvenience.

5. Confusion about the system (SOP).

Everything I have ever done or been associated with in the Military has a regulation, doctrine, or if
nothing else, a Standard to conduct the task at hand. I have not seen any such standard for medical
treatment nor has one been provided to me throughout my course of treatment. The overall board
process is confusing enough, but when you add in the Reserve Component factor, it only becomes
that much more confusing. Records for Reserve Component soldiers are kept at their respective units
and their personnel records and command are not as readily available as with the Regular Army.
When I was mobilized, I was assigned and attached to 2™ battalion, 3" Special Forces Group. When
I was no longer useful to the Active Component, I was placed on ADME orders and my problems
started. Active duty soldiers remain under their unit command; their command knows them and will
Iook out for them and therefore they are treated with the respect they deserve. From the first day to
the present, there is not one set of standards for an ADME. Every extension I have done right up
until December of last year had different requirements and paperwork. If someone in the beginning
had come up to me with a manual and said “Here is the manual for an injured National/Guard or
Reserve Soldier,” I could have ensured that my overall care from start to finish would have taken a

lot less time, cost the tax payers a lot less money, and allowed me and my family to get back to our
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civilian lives that much quicker. Iknow for a fact that I am not the only confused individual; even

the case workers have shown me their frustration about the lack of standardization.

6. Medical Board for Reserve Component versus Active Duty,

The medical board for Reserve Component soldiers versus Active duty soldiers should never be
an issue, but it is. Bullets don’t discriminate between Reserve Component and active duty soldiers,
and neither should the Army. Once I was identified as an injured soldier, I should have stayed on
OEF/OIF orders. The pot of money to run the war should include the price of taking care of the
wounded for that war. If I was left on open ended OEF/OIF orders, I would only have had to get an
amendment to my original orders to change my orders end date to ‘indefinite’, and I would not have
had to worry about my orders running out every 90 days (or under the new system, even every 179
days). If my doctor knows that my treatment plan is going to be 14 months and wants to add two
months for a bufter, then my orders should be 1or 16 months. Why is the decision left up to some
personnel person to arbitrarily determine how long the orders are for? If my treatment is subsequently
completed in 10 months, then an amendment to the order can be done and I can return to my civilian
life. If there are unforeseen complications to my treatment, then it is no problem as they are open
ended orders. The burden should not be on the soldier every couple of months to get all the
paperwork done and turned in, to keep pressuring the people that are supposed to get the orders
processed, to get a new ID card and a new window sticker for the his vehicle, to have his farily
travel all the way down to Walter Reed to get new ID cards at their expense, and to re-register for
Tri-care. 1 should be focusing on my medical treatment, the reason that my orders were extended in
the first place! The medical board in itself is supposed to be the same for Active Duty and Reserve
Component soldiers ...with one huge difference that is being overlooked. If an Active Duty soldier is
wounded and receives 10% disability the chances are very good he will be staying in the army and
probably staying in his Military Occupational Skill (MOS). If the disability gets worse or was mis-
diagnosed at the time he was on active duty, the active duty soldier will be re-evaluated by the Army;
and if it becomes so bad that it is up to 30%, then he can retire from the Army at 50% pay and full
benefits. If, however, a Reserve Component soldier receives 10% disability for their wound, then he
will go back to the civilian world and go through the Veterans Affairs (VA). If his injury progresses
or was mis-diagnosed and becomes 30%, he is already out and will not be entitled to an Army
retirement and benefits unless they protest the findings of their retirement [which I understand is a

very long process}, leaving the burden once again on the soldier rather than the system.
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1. _Handling of Reserve Component after getting out

Wounded soldiers are not quitting “the team’. They are getting out because their disabilities force
them to. There is a big, big difference. They should still be considered part of the team. It seems
very apparent, however, that my fellow Reserve Component comrades that are already out are done
...done and forgotten. Those people that do not forget them are unable to help them because they are
no longer in the system. While talking to the United States Special Operations Command
Commander recently, we discussed the idea of tracking soldiers once they were out. I mentioned to
him that this was an excellent idea and that we should go one step further, that the Army should be
helping the disabled veterans after they are out by ensuring that they have employment, help with
getting into the Veterans Affairs, and the whole process that goes along with reentry to civilian life.
Currentlv. once a soldier is done. he is done and the Army tells him “Thanks for your service and
good bye.” The current disabled veterans® civilian organizations that were founded because of need
are currently over tasked and should not be responsible for transitioning America’s heroes back into
the civilian work force. There is a civilian organization just starting up that is going to be geared
toward disabled Reserve Component soidiers. If they are creating an organization, then this clearly

demonstrates there must be a greater need.
CONCLUSION

If you do not think it is acceptable to go months without pay, lack medical coverage for you
and your family, and cannot continue you medical treatment because you are off orders, then some

folks believe you are ‘wrong’. Iam not concerned about their opinion.

1 have always believed in utilizing my chain of command. In this case, my chain of command
tried everything to correct my situation and felt they had exhausted all other avenues within military
channels. They were not making any progress, and subsequently started the congressional
investigation into the situation. I was approached by the GAO for an investigation that my chain of
command initiated ...not me. I was, and still am, being cooperative, open and honest in hopes of
fixing a broken, dysfunctional system. I understand the law and I certainly would never lie to a
federal investigative body. In cooperating, I have been persecuted for my actions by the certain

vindictive Medical Hold personnel and labeled as a trouble maker. [ have been given highly
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questionable verbal orders to come to Walter Reed, scheduled for appointments that don’t exist just
to harass me {on record with the GAO), and time and time again have had personal medical

information discussed in public to try to embarrass me.

Mr. Chairman, I am getting out very soon, and am not afraid to speak my mind. Iam grateful
for the opportunity to tell my story, and I hope it will help my fellow wounded soldiers. In
concluding, T would ask that you and your colleagues, along with the ‘champions’ I mentioned earlier
within the Army and the Administration, do what you can to protect the guys who remain in the
system but fear the consequences of ‘rocking the boat’. Only when these folks feel they can be part

of the solution can we fix this broken system.
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Chairman Tom DAvis. Thank you very much, Sergeant Allen.
Thank you.
Sergeant Perez.

STATEMENT OF SERGEANT JOSEPH PEREZ

Sergeant PEREZ. I would like to begin by conveying my sincere
appreciation to all the committee members today for this oppor-
tunity to help my fellow soldiers.

It is my belief that everyone here today is ultimately here for the
same reason: for love of country and for the heart of the armed
forces. It is my hope that what is conveyed here today is taken in
a positive force, and the steps to improve the policies and/or admin-
istration issues that have been found lacking, which applies to all
U.S. soldiers and their families.

I am a 38-year-old Nevada National Guard. I was on active duty
ever since the Twin Towers fell. I wanted to serve and defend my
country. I was deployed with the 77nd Military Police Co. in Sep-
tember 2001 for Operation Noble Eagle in Monterey, CA. During
this deployment, two Army stop loss orders affected my enlistment.
My second stop loss regarding specific MOS extended my service
again for 12 months, but after revision put my ETS to April 2003.

Shortly after our 13-month deployment ended, I took a position
as a Federal fire fighter at the Department of Air Force, Hill Air
Force Base, Layton, UT. However, I was ordered to come back to
Nevada to redeploy for Operation Enduring Freedom. I was notified
that I was to be placed on a third involuntary stop loss order that
extended me to full length of the deployment plus an additional 3
months. Our deployment orders sent us to Fort Lewis, WA, to pre-
pare, be evaluated, and deploy to Iraq.

In late April I was deployed to serve my country as a 95 Bravo
military police sergeant. My unit provided critical support in thea-
ter operations in criminal and security detention missions. We
worked endless hours in weather conditions exceeding 130 degrees
in order to build and establish confinement operations in an area
which is well known as extremely hostile to coalition forces. We en-
dured over 22 days of rocket-propelled grenades, mortar attacks,
and with performing MP missions in Iraq under the most dan-
gerous and hostile conditions such as several vehicle escort mis-
sions to various locations in downtown Baghdad and nearby cities.

I was also selected to play a vital role in transporting detainees
to and from the courthouse in downtown Baghdad and was subject
to daily threats of ambush and attacks during these convoys.

On July 13, shortly after returning from the convoy with my
squad releasing detainees in the Baghdad area, we were alerted to
rush to the prison compound area. An uprising within the insur-
gent detainees led to a prison riot. The insurgents were armed with
sharpened tent poles, tent spikes, and rocks. They had already in-
jured one soldier, and there was another pinned down. We led a
group of soldiers into the compound as a quick reactionary force.
While under fire, we helped the downed soldier and quelled the
prison riot with physical force. During these actions I injured my
left knee while taking down a combative. I also received a strong
hit to my head.
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That night again, just like so many other nights, we continued
to be RPGed and mortar attacked. On occasions, these mortars en-
tered the confined areas, killing and wounding numerous detain-
ees. They also took the lives of two MI soldiers working with us.
I remember the day working on the tower and witnessing part of
our own company of 11 soldiers, many of them being close friends,
load onto a military deuce truck. They were struck by an IUD just
outside the prison walls. It blew them all out of the vehicle, caus-
ing many injuries. I still to this day relive these moments and feel
helpless and have rage.

While on a family related emergency leave, I reported to Nellis
Air Force Base to have my knee examined and x-rayed. They found
my knee injury causing me to be unfit for deployment and in need
of medical attention. I notified the Army National Guard. I was in-
formed that because the physical profile was conducted by the U.S.
Air Force, I could not receive care until I returned back to Bagh-
dad, Iraq to be examined by an Army medical doctor. Not wanting
to get into trouble, I returned back to my unit without delay.

On September 2, 2003, I finally had a chance to be seen by the
28th CSH unit—combat support hospital—in Baghdad, Iraq. Be-
cause of the injuries to my knee, I was placed on medical evacu-
ation orders to Landstuhl, Germany. After further examination and
x-rays in Germany, they put me on a plane to Fort Lewis, WA, to
be attached to the 2122 GTSB Medical Hold Co. for treatment. I
was put in the Reserve platoon under National Guard sergeant on
orders. He stated his unit was on orders to work with injured sol-
diers of the National Guard and Reserves. He also stated that they
were overwhelmed with the amount of soldiers and the host of
medical and personal problems they were coming home with. I was
given old sheets and led to an old World War I barrack with insuf-
ficient water, heating, limited access for injured soldiers, and with
mold growing on the walls. I was given a bus schedule and told to
find a case manager at Madigan Hospital.

I found and reported to my case manager. I was set up to see
medical staff within a few days. I was told they wanted to start my
medical process with physical therapy, which was set 3 weeks
away. During this time many of the medical hold soldiers felt like
they were lost and thrown away.

When you come back to the States, you figure that flashbacks
and nightmares were a normal stress that you go through when
you come out of a war zone. Soldiers still say, however, that, de-
spite the Army’s efforts, languishing in medical hold compounds
one’s medical and psychological issues. Everything is uncertain.
You are denied care, and you feel that they dont give a damn
whether you get better or not.

During the month of November 2003, my National Guard unit
was REFRAD and returned home for Thanksgiving. They were
given a hero’s welcome. The ones in medical hold watched it on TV.

On December 8, 2003, I was finally allowed to take convalescent
leave. At this point my wife had to care for me, and I couldn’t see
any hope of getting my position back as a fire fighter at Hill Air
Force Base. My wife was beginning to see signs of change in me
and she was worried about my mental health because of the night-
mares and always wanting to be alone. I couldn’t even enjoy the
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time with my children and visit family without putting up a front.
It was my case manager, Captain Boardman at Madigan, who
promised to get me remote care through the VA so I could heal and
start physical therapy near my family.

I reported to the VA in Las Vegas in January 2003. I met with
my primary care provider and began medical treatment. That care
I received at the VA was outstanding. Most of my care and surgery
was contracted through a VA fee base program. I was able to get
x-rays, MRIs, physical therapy, surgeries to my knees and my
neck. My appointments were handled quickly and with the best of
care. I also started a veterans PTSD focus group at the vet center
in Las Vegas. My wife and I do believe that they saved my life. For
the first time I felt that my medical and psychological issues were
finally being handled properly.

During my stay in medical holdover, I received little to no coun-
seling regarding traumatic events I experienced during war. Why
didn’t I or others ask for help? The culture here is that unless your
leg has been torpedoed off or your arm shot off, then it is not a
combat-related injury. Many servicemen here fear to be stigmatized
for being able to deal with their problems on their own. I did the
same thing that everyone else does in the military—you suck it up.
You don’t whine. But I am sure during the course of treatment a
soldier will display signs that will suggest that an individual is in
need of mental health counseling of some kind.

My National Guard unit was demobilized February 10, 2004. Be-
cause of this, my family and I fell off the Army records. After many
calls to the National Guard and hearing that, because I was still
on Title 10 orders, it was an active Army problem, I started to call
Fort Lewis. I was told the exact opposite. I was finally told that
there was confusion about how to handle the ADME orders and
line of duty packages. I asked to speak to my case manager, to find
out he was replaced by a new case manager who didn’t have a clue
who I was or what my situation was. My family went 3 months
without military IDs, Tri-Care health, pay, and even denied en-
trance onto Nellis Air Force Base to shop.

Not being able to work, I had to borrow money from family mem-
bers to make ends meet. At the same time, I was still receiving
phone calls from the 2122nd medical hold company saying they
couldn’t fix anything unless I came back, or I had to come back or
I would be placed on AWOL. This caused more stress because I had
just had surgery to my cervical spine.

I was low on funds, didn’t have orders, or even a military ID
card. My wife and family members couldn’t believe all the prob-
lems, and started to think that maybe I did something wrong and
I was being punished. All this made me feel worthless, and I ended
up on April 22nd in a mental health unit at Mike O’Callaghan Hos-
pital for PTSD and again suicidal thoughts.

After two extension orders and a back-dated ADME to report
back to Fort Lewis to be attached to the Madigan Medical Hold, I
finally was able to get my family updated in DEERS and have mili-
tary ID again. I was finally able to show proof of employment and
get a rental house for my family. I reported back to Madigan Medi-
cal Hold on July 8, 2004. I was glad to see that the troops did not
have to stay in the old barracks any more, but a lot of the same
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problems still remained. Many of the soldiers were still having pay
and order problems. I started to try to help as much as I could.

I have been involuntarily medically separated because of the in-
juries I accrued for my country in Iraq in combat. I have gone
through a major life change, and within the next month I am hav-
ing to endure another. I have always had pain in my knees, and
if I walk long distances or lift anything the pain is greater. Pain
in my knees is from the injuries and the past two knee surgeries
for tears, damaged cartilage, micro fractions, and lateral release.

I also had cervical fusion. I have lost some range of motion in
my neck. I sometimes can’t turn my head to the left and if I look
down for a long time, such as reading a newspaper, my neck locks
up. I have chronic neck pain which starts in my neck and ends in
my lower back. I have taken large doses of hydrocodone throughout
the day and the night for relief. This prevents me from performing
tasks that I feel that I need to be sharp mentally. This medication,
along with other medication, keeps me balanced. I have to take the
medication for the rest of my life.

I can’t get to sleep most nights, and I must sleep with a CPAP
machine strapped to my face because of severe obstructive sleep
apnea. I also sleep with a hard mouth brace because of the TMdJ
surgeries to my jaw. I still do my therapy with the VA in Las
Vegas.

I continue to take my PTSD group meetings every week at the
Las Vegas Vet Center because it works for me. It helps keep me
strong and centered. I and many of my colleagues say such prob-
lems are particularly acute among the National Guard and Reserve
soldiers, who make up 40 percent of the deployed troops. I don’t
think it has been budgeted for the Reserve and Guard components,
and now they want us to suck it up. An injured soldier shouldn’t
be thought of less because he is a Guard member or a Reserve. I
am very displeased how my family has been treated during my
medical holdover. But the issues that are mostly directly affecting
my future is my dispute with the Army over disability ratings.

Most of my conditions are chronic and I can’t perform many of
my functions as a fire fighter nor law enforcement. These were my
chosen fields I have strived to be proficient and professional at. I
am told to look forward to a VE rehab program to help with edu-
cation and training into a new field starting me over again. My
family and I live in a rural city outside of north Las Vegas. Our
closest health care, hospital, major food shopping, fitness center,
and largest gas station has always been Nellis Air Force Base, Las
Vegas, NV. My first daughter was even born here when I served
with the U.S. Marine Corps. It is very hard knowing that this has
been taken away from us.

As a Nation, we should note the special contributions of our Na-
tional Guard and Reserves. Since the attacks of September 11th,
and extended into the Iraq conflict, demands placed on citizen sol-
diers and their families have been extraordinary.

I make this statement today not to complain or look for pity, but
to finally have my chance to tell my story. I don’t believe or want
to presume that I have a well-rounded knowledge of military proce-
dures. I do believe this committee has a vigilant desire to make
provisions to the adjustment and strengthening of these programs.
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I would like to make the following considerations: National
Guard and Reserve forces face challenges that their active duty
avoid. When part-time soldiers do return home, they have little
interaction with other soldiers and sometimes feel that they are the
only ones going through these emotional adjustments. I feel a bit
isolated, like the rest of the world has just gone by me for the past
3 years. For these reasons, I feel that remote care would benefit
and aid the recovery of individual soldiers and their families. I
would recommend the Veteran Association in ways of medical care.

The medical holding companies have full control over the soldiers
to be able to utilize them in tasks that don’t hinder their care as
soldiers. This could help the soldiers progress in the military and
have an active duty component to handle problems that arise.
Many of these soldiers fall through the cracks when it comes to
promotions, educational benefits, and awards.

The wounds of the battle frequently do not require hospital at-
tention. There are severe long-term physical and psychological dis-
abilities that prevent veterans from attaining positions in our Na-
tion’s work force. When a soldier returns, they have to go through
a complex workman’s comp type paperwork to prove that there is
something that they did in war, which is the reason that they are
sick. That can take from 4 to 16 months. They come home injured,
and rather than being integrated into society they are stuck in
medical limbo waiting for their disability ratings and then being di-
agnosed with pre-existing conditions that imply that they shouldn’t
have been sent overseas in the first place.

For these reasons, I believe there should be a seamless transition
from going from medical hold status to veteran status. I feel that
the veterans service organizations should have more access to
bases to help the injured soldiers deal with the MEB and PEB
issues. Families would be free to focus on physical and emotional
recovery progress in lieu of following up on paperwork, policies,
and medical care on their own financial and emotional expense.

I have found that many of the problems occurred during my med-
ical care because the DOD and the VA create an independent pa-
tient record. Records are hand carried to and from agencies. I also
found, unfortunately, that the current VA/DOD process for sharing
information about eligible service members does not facilitate
quickly and there is not a smooth transition into enrollment into
the VA programs.

There seems to be a great deal of difference in the policies re-
garding the medical care and treatment of soldiers between the
branches of the military. I feel that the treatment to an injured
should be written and maintained as one standard. A medical doc-
tor’s opinion shouldn’t change based off of the uniform that they
wear.

Last, I would like to see more progress and emphasis on mental
health services available in post traumatic stress and depression.
It has made a difference in my life, and I feel that the programs
such as at the vet center will give a great deal of comfort to many
of the returning veterans as they undergo their personal struggles.

It is because I have a great deal of love for my country and fam-
ily that I write this statement. I have cherished much of my life
in the armed services. I have taken pride in wearing the uniform.



103

I have made great friends and I have seen and accomplished many
things throughout my deployments. There can be no doubt of the
commitment of those in uniform, whether active, National Guard,
or Reserve. When we speak words of sacrifice, courage, and convic-
tion it touches my heart as a former Marine and a soldier, as they
do for those who are serving in uniform today in the defense of our
safety and liberty.

I thank you again.

[The prepared statement of Sergeant Perez follows:]
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I would like to begin by conveying my sincere appreciation to all committee members
today for this opportunity to help my fellow soldiers. It is my belief that everyone here today is
ultimately here for the same reason... for love of country and for the heart of the Armed Forces.
It is my hope that what is conveyed here today, is taken as a positive force in the steps to
improve the policies and/or administration issues that are found to be lacking as it applies to all
US Soldiers and their families.

My name is Joseph D. Perez, and ’m 38-year-old Army National Guard Member. I was
on active duty since seeing the Twin Towers fall on TV. I wanted to serv